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EIGHTY-EIGHTH ANNUAL MEETING 


OF THE 


British Medical Association. 


Held at Cambridge June 30th to July 2nd. 
 BROCEEDINGS OF SECTIONS. 


SECTION OF MEDICINE, 


Sir Humpury D. K.C.B., M.D., F.R.C.P., 
President. 


DISCUSSION ON 
THE CLINICAL SIGNIFICANCE AND COURSE OF 
SUBACUTE BACTERIAL ENDOCARDITIS. 


Tae Chairman (Dr. THomas Lewis, F.R.S.) remarked 
that before calling upon Sir Thomas Horder to open 
the discussion on the clinical significance and course of 
subacute bacterial endocarditis, he might perhaps in- 
dicate why this subject had been chosen. It was very 
desirable that subjects coming for discussion at sectional 
meetings should be subjects of practical utility to those in 
general practice, or that they should be subjects which 
have been brought to a head during the course of their 
investigation. The present subject belonged to the former 
category. It was in respect of prognosis that subacute 
bacterial endocarditis had such a high though, unhappily, 
grave significance, being a very fatal disease. Another 
reason for giving this disease prominence by its discussion 
was that it is by no means uncommon, far less uncommon 
than had been thought; but it often escaped recognition. 
It was not infrequent; it was often overlooked; yet, in its 
final stages at least, it was easy to recognize by simple 
bedside observation. Why, then, was it overlooked? 
Largely because we had in the past misinterpreted 
certain important physical signs. There was the tem- 
perature chart; we were too apt to look for high fever; 
in subacute bacterial endocarditis t#W2 temperature was not 
conspicuously high; often there was no fever for con- 


siderable periods. But more important, perhaps, was’. 


the misinterpretation of two signs, namely, pallor in 
aortic disease, and clubbed fingers. It was widely 
believed that aortic reflux, if free, in itself produces pallor; 
that aortic reflux was a sufficient explanation; that was 
incorrect, pallor in aortic disease being usually associated 


with infection. Again, clubbing of the fingers was com- 
monly believed to be a simple associate of valvular disease 


or congestion. That was sometimes true, as in congenital 


-heart disease. But in adults who present heart disease 


he was convinced that clubbing of the fingers was much 
more frequently an association of infection. He did not 
say that either pallor in aortic disease or clubbing of the 
fingers was diagnostic of subacute bacterial endocarditis, 
but he did wish most strongly to emphasize these signs 
as signs which should at once arouse our suspicions of 
this infection. The Section was most fortunate in 
having obtained Sir Thomas Horder as the opener of 


‘this discussion. His work, extending over many years, 


constituted a very weighty contribution to our knowledge 
of this subject. Personally, the Chairman was of opinion 
that this work had not yet received the attention which its 
merit deserved. The Section was also no less fortunate in 
having a distinguished visitor, Dr. Libman, of New York, 
whose work in this sphere had b¥en wide and thorough. 

In the discussion Dr. Lewis hoped that questions of 
pathology, and especially of bacteriology, would be avoided. 
While it was recognized that the pathology and bacterio- 
logy of the condition could scarcely escape consideration, 
yet the intention was that the clinical aspects of the 
disease should form the basis of the discussion. 


OPENING PAPER 
BY 


Sit Tuomas Horper, M.D., F.R.C.P., 


I. Tae Sussect DEFINED. 
Ir is desirable at the outset to define our subject. Let me 


do so in the first instance by excluding certain forms of 


endocarditis with which we are not to-day concerned. We 


are not concerned with that form of endocarditis which 
accompanies acute and subacute rheumatism. Whatever 
the essential nature of rheumatic fever—and as to this we 
are still much in the dark—it is generally agreed that the 
vegetations of the associated endocarditis are, as judged 
by our present methods of investigation, bacteria-free, as 
also is the patient’s blood stream. We are not concerned 
with that form of endocarditis, not inappropriately termed 
ulcerating, which is but one part of an acute pyaemia, and 
in which the heart lesion is secondary to, rather than 
responsible for, the systemic infection or septicaemia. 
Such cases, though common, run an entirely different 
course from that seen in patients suffering from subacute 
bacterial endocarditis, and their pathogenesis is also very 
different. In most of these cases of ulcerative endocarditis 
there is a primary focus of acute infection from which 
there arises a systemic blood invasion, and the ulcerating 
endocardial lesion is a secondary focus from which, again, 
tertiary (embolic) foci arise in the tissues. The primary 
focus may ve in the uterus, the lung, the bones, the pro- 
state, the skin. The infecting agent is a virulent bacterium, 
Staphylococcus aureus, Streptococcus pyogenes, pneumo- 
coccus, gonococcus. The duration of the disease is from a 
few days (for there is a. fulminant type) to a few weeks. 
Thirdly, we are not concerned with that form of endo- 
carditis, even though it be—as it not seldom is—bacterial, 
which occurs as a terminal event in chronic diseases, and, 
though it maybe suspected or even diagnosed by a prompt 
blood culture, is: more often latent azid only discovered in 
the post-mortem room. 

So much for what subacute bacterial endocarditis is not. 
If we exclude all cases of infection of the endocardium 
falling into the three groups I have described, there 
remains a set of cases that have been termed by some 
chronic and by others subacute. In my own early accounts 
of this group I describéd both subacute and chronic cases, 
according to the intensity of- the disease-process and its 
duration. It simplifies a none too simple subject, how- 
ever, to follow the suggestion made by Libman, to whose 
thorough and valuable work we owe so much, who includes 
the subacute and the chronic cases under the one title 
“subacute.” Subacute bacterial endocarditis, then, is the 
accepted name of a disease having more or less of the 
following features. The onset is most often insidious; the 
general symptoms include loss of strength and tone, a 
sallow complexion with anaemia, moderate los; of weight, 


and fever; the heart gives evidence of endocarditis at | 


some time or other in almost all cases, and in the majority 
there has been previois valve injury; widespread arterial 
embolism takes placé; in most cases blood cultures are 
positive, the isolated bacterium being either a short 


streptococcus, much less. often Pfeiffer’s bacillus, and | 


rarely a mticro-organism difficult of identification, but in 


all cases the microbe is of low pathogenicity. The course 


of the disease is slow but progressive, and though remis- 
sions occur, it is, once established, almost invariably fatal. 
The total duration of the illness is from three months to 


two years, with an average duration of six months; death ~ 
occurs from toxaemia, from heart failure,from uraemia, ~ 
or from cerebral or coronary embolus. The post-mortem - 
findings include a vegetative endocarditis on the valves or. 


wall of the heart, with little or no ulceration, and wide- 
spread embolic infarction without suppuration. As a resulé 
of the embolic process there is found a form of glomerular 


nephritis more or less characteristic of the disease. 


II. Frequency AND ImporTANCE OF THE DiIsEAsE. 
There is no doubt that the disease is fairly common. 
How common it is not possible to say, for the incidence 
of diseases depends much upon the degree to which the 
picture of them has been popularized, so that he who 


runs may read, and reading may record. From some - 


investigations of my own I am led to say that 1 in 200 


patients admitted to the medical wards of a large general - 
hospital suffers from subacute bacterial endocarditig. The - 


frequency with which it is met in private practice will 
depend mueh upon the facilities afforded to the individual 
observer. Tosome of us, for obvious reasons, the disease 
presents itself with a relative frequency which is at times 
quite startling, and, as long as our therapeutic measures 
are still so inadequate, very humiliating. Has the inci- 


dence of the disease increased of late? A question as 
difficult of answer as the question of its absolute frequency. ~ 
Perhaps there. has been a.recent undulation in the curve. .: 
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of incidence; but I am not sure that similar undulations 
have not occurred at other times during the last two 
decades. Without indulging in the dream of an “ epidemic 
cixculatory constitution,” it may well be that such undula- 
tions are real things and not the vagaries of personal 
experience. The disease is of great importance, partly 
on account of the difficulties often attending its recog- 
nition, but stil! more on account of the difficulties attending 
* its successful treatment. In few, if any, diseases is the 
contrast so striking between our knowledge of its clinical 
and morbid anatomical features on the one hand and our 
ignorance of any really effective treatment on the other. 


III. Onset, Earty SymprToms, AND PREDISPOSING 
Factors. 

The onset of the disease is usually very insidious, so 
insidious, indeed, that it is often quite impossible to say 
when the process of actual endocardial infection begins. 
This is equally so whether the patient be of the hospital 
class. and comes under observation relatively late in the 
course of his disease, or of the private class and keeps in 
close touch with his doctor. As regards age incidence, 
most of the cases occur between the ages of 15 and 50, 
and half of them between 20 and 40. The sex incidence is 
equal. The patient’s previous medical record is important. 
In about half the cases met with there is a history of 
acute or subacute rheumatism or of chorea, but between 
the occurrence of the rheumatism and the onset of the 
endocardial infection there has usually been an interval of 
several years, very often years of good general health. In 
a few cases the interval is much shorter, and in fewer yet 
there is no interval of good health at all between the 
two diseases. Diseases other than rheumatism in the past 
history of the cases, but of frequency which is insignificant 
by comparison, are scarlet fever, gonorrhoea, typhoid fever, 
malaria, syphilis, influenza, Graves’s disease, dysentery, 
and pneumonia. So-called “athlete's heart” has been, 
more than once in my experience, a feature known to 
the patient. 

Post-mortem evidence not infrequently reveals the exist- 
ence of a congenital heart defect which gave no indication 
during life. There is abundant evidence for saying that 
in the great majority of the cases the endocardium has 
suffered previous damage. This pre-existing heart lesion 
may be very slight and, even if known, as it usually is in 
patients of the private class, very little importance may 
be attached to it. Modern views as to the relative un- 
importance of cardiac bruits in the presence of sound 
cardiac muscle, though they have been valuable in helping 
to adjust certain disproportionate ideas concerning the 
functional integrity of the heart as an organ, must not be 
allowed io dispose of the known importance of scarred 
valve cusps in determining bacterial invasion and infection. 
“No one ever dies of mitral regurgitation” it has been 
said—which is doubtless true; but too often the cicatrized 
mitral cusp seems to be the point of lowered resistance, 
inviting colonization of microbes from the circulation which 
might otherwise create but a slight disturbance in health, 
or at most set up a systemic infection far less lethal in its 
nature than the disease we are now considering. Any old- 
standing valve lesion is good enough to serve as the 
secondary focus of infection; the existence of such a lesion, 
therefore, should never be hastily dismissed.as being of no 
moment in any patient whose general health is unsatis- 
factory, quite apart from the question of cardiac adequacy. 
We are prone to consider a heart valve damaged by previous 
rheumatic inflammation as merely cicatrized ; an effect of 
equal, and, in connexion with our present subject, of greater 
importance, is its extra vascularity. This associated con- 
dition of fibrosis and vascularization produced by old 
rheumatic endocarditis has been emphasized by Carey 
Coombs as the result of careful histological study. 

Il-defined malaise, slight anaemia, some loss of weight, 
irregular fever, sweats, erratic pains in the limbs or back 
or joints or fingers or toes, areas of redness or tenderness 
developing on the hands or feet—one or more of these in 
any patient in whom a critical examination of the heart 
fails to pass it as organically sound, should raise our sus- 
picions, and should lead to a special examination for 
definite stigmata of endocardial infection. 

There is no doubt that many of these subacute cases go 
quite unsuspected for a considerable part of their course. 
They pass in and out of our consulting rooms, or we see 
them in their homes, or treat them in the out-patient 


department, and, whether from an inadequate conception - 
of the protean nature of the disease, or from stress of 
work, or from some other reason, our suspicions are not 
aroused. In some instances a sanguineness of temper, 
ofttimes a striking feature in the patients—a spes endo- 
carditidis it might be called—deludes their medical 
adviser into accepting their own view of the trivial nature 
of symptoms which he might otherwise regard more 
seriously. The occurrence of some other disease process, 
which keeps them in bed and leads to the taking of tem- 
peratures; an exacerbation of the disease itself, which they 
now term a bout of “influenza”; an investigation of their 
temperature, undertaken because the question of tuber- 
culosis has arisen in the mind of the practitioner—one of 
these things draws attention to the fact that a progressive 
infection is at work, and therefore helps to raise the 
guestion of a bacterial endocarditis. The discovery . of 
fever that cannot be adequately explained, whether the - 
discovery be the result of accident or the outcome of the 
patient’s sensations, is probably the most common early 
sign of the disease. 

Next to unexplained fever, the most common initial 
symptom arousing suspicion is probably an atypical 
rheumatic state: pains with or without swelling, in odd 
situations it may be, or in places sufficiently common 
to suggest lumbago, fibrositis, or myalgia. The idea of 
possible endocarditis not being in the observer’s mind, 
too often the spot complained of receives but cursory 
examination, and it may be several weeks later, when 
more incriminating features present themselves, that the 
observer remembers this early phase of the disease 
picture. : 

In a third set of cases it is a frankly embolic event 
which first draws attention to the serious nature of the 
trouble; sudden pain in the left flank followed by the dis- 
covery of an enlarged and tender spleen, pain in the arm 
with temporary obliteration of the radial pulse on tiat 
side, blood in the urine, complaint of defective vision due 
to retinal embolism—to name some of the more common 
instances. 

In yet a fourth set, since nowadays the practice of blood 
culture in cases of obscure disease has become more 
generalized, it is the cultivation of a microbe from the 
blood stream of a patient suffering from an unknown 
malady that first of all suggests to the doctor the nature 
of the illness under investigation. 


IV. Carpinat Signs oF THE DISEASE. 

There are four cardinal signs of the disease when it is 
fully evolved. Arranged in the order of their importance 
from the point of view of diagnosis they are these: mul- 
tiple arterial embolism, endocarditis, the isolation of a 
bacterium from the blood stream, and fever. The occur- 
rence of multiple arterial embolism in a progressive illness 
of obscure nature itself raises a strong suspicion of the 
disease. If endocarditis be manifest in addition, the nature 
of the illness is established. The presence of a positive 
blood culture, though not essential to the diagnosis, con- 
firms this, especially if the bacterium isolated be a strepto- 
coccus of the type to be referred to briefly later. Fever is 
perhaps the least helpful of the four cardinal features, 
although it is probably always present at some stage or 
another of the disease, and in the majority of the cases is 
present throughout the whole of it. Let us consider these 
cardinal signs in more detail. 


1. Multiple Arterial Embolism. 

In order to obtain anything approaching an adequate 
conception of the disease we are considering it is necessary 
to enlarge considerably our earlier notions of the embolic 
process—and in two directions: in the direction of the 
diffuseness of the embolic site, and in the direction of the 
minuteness of the embolic fragment. Close study of the 
clinical and of the morbid anatomical material available 
reveals the facts that many more organs and tissues are 
found to be affected by infarction than was formerly 
known to be the case; and that many of the emboli are 
of microscopic size, little else than microbic metastases, in 
fact. These two considerations are of very great impor- 
tance in the clinical and clinico-pathological investigations 
of a suspected case. A few examples must suffice. 

(a) The skin should be explored for petechiae in a methodical 


manner, and though one petechia does not make a case of 
infective endocarditis, any more than one swallow makes a 
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it is, i doubtful instance of the disease, a very 
coment halts ates! more certain signs. I pointed out long 
awe ‘ac d pioneer petechiae are common about 
ago that these isolated ab Day ire b f the neck; these 
the regions of the clavicles and at the _ - 4 io 
situations should be carefully examined. Sometimes * 
lue to note a mere yellowish punctate stain, seeing that this 
sa rt e such petechia in a stage of decolorization. Twice 
He ae ant few months I have found a minute petechia, in the 
form dt ‘a, vivid linear splash of red at the side of the bed of 
a finger-nail, in cases in which there were, as yet, no skin 
etechiae to be found, and in which the diagnosis of infective 
Endocarditis was doubtful, but later established. I do not 
remember to have read or heard of this appearance. As to the 
extent of these petechiae, there is every transition from cases 
exhibiting iso!ated lesions to a state of things in which the 
whole body is covered by small haemorrhages, though it should 
be added that this latter condition is more often seen in the 
acuter forms of endocardial infection. Serte 
Even more decisive from their diagnostic significance are the 
_. painful and discoloured patches or nodes that appear on the 
’ terminal phalanges of the hands and feet, to which attention 
has been drawn by several observers. These areas are found 
most often on the pads of the fingers and toes; but they may 
- occur at other aspects of the extremities, such as the palm of 
the hand and the sole of the foot. They are doubtless embolic 
in origin, the affected vessel ivine in the deep layer of the skin 
or in the soft parts beneath the skin. It is not enough merely 
to look for them; it is also necessary to ask about them. At 
the moment of the examination none may be present, and the 
patient may not refer to the occurrence of the sharp, sudden 
pain which ushered in the event or to the local area of tender- 
ness which followed it, because both passed off quickly, and the 
resulting small dusky area of induration may have passed also 
or may never have attracted his attention. At times there is 
nothing to see even by the skilled and alert observer. The 
patient’s reference, on inquiry, to a sensation in the pad of 
a finger as though he had been pricked by a thorn or pin is of 
no less significance. I have seen a patient examining such a 
finger and such a toe with minute care, puzzled to understand 
what has led to the exquisite but minutely localized tenderness. 
As proof of the insidious nature of the disease I have elicited 
incontrovertible evidence of the existence of these tender spots 
- during what I may call its ambulatory stage, fully three months 
before the patient came under systematic observation. 

(b) The Joints, Peri-articular Structures, ete.—It is convenient 
to consider the symptoms referable to these structures in this 

lace, a'though it is open to question how many of them are 
an to the operation of toxins, and how many to the arrival of 
microbic metastases. That many of them are embolic in origin 
seems c'ear from their clinical features and course. They lack 
the symmetry cf true rheumatic joint affections, there is much 
less tendency to synovial effusions, and focal oedema and dis- 
coloration are common in the overlying skin. The situation of 
the pain and swelling is not seldom one rarely seen in true 
rreumatism—the dorsum of the foot, the region of the tendo 
Achillis, the groin, the sterno-clavicular a. 

(e) The Kidn,y.—Gross embolic infarction is, of course, well 
known, and OF sienificance is not likely to pass unnoticed. 
Thisfevent muy lead to very severe pain, simulating a renal 
colic; it is generally followed by haematuria recognizable by 
the naked eye, and albuminuria of somewhat longer duration. 
The renal embolism may be the first clear confirmation of a 
doubtful case, or the first symptom to raise the question of 
infective endocarditis—as, indeed, may any embolic event, 
whether splenic, renal, retinal, or cerebral. This is common 
knowledge. Less widely known, but of great importance, is the 
occurrence of very minute mie in the kidney 
glomeruli, a process which recent invéStigations go far to prove 
is both an early and a very common occurrence in the disease. 

Clinically, this process is to be inferred by the discovery of 
red biood cells and traces of albumin in the urine of suspected 
or known cases. Before. it can be said with even an approxi- 
mation to certainty that this glomerular infarction and infec- 
tion is not oscurring the urine must be examined systematically 
over a series of at least ten days. : 

Pathologically, the condition has been studied very com- 
pletely by Gaskell and by Baehr, who demonstrated inde- 
pendently in the kidneys of the more chronic cases of infective 
endocarditis a form of glomerular nephritis that is almost, if 
not quite, specific for the disease. They showed that part or 
the whole of many glomeruli underwent swelling and hyaline 
degeneration, and Baehr was able to demonstrate groups of the 
causative coccus lying in the midst of necrotic intraglomerular 
areas. Undoubtedly this is the morbid histological lesion that 
we must associate with the conspicuous renal symptoms so 
commonly present in the disease, and which leads to uraemia 
and other evidence of renal inadequacy as a terminal event in 
a large percentage of the cases, and especially in those which 
run a prolonged course. Libman goes so far as to say that he 
regards the occurrence of such kidney changes as leading toa 
lethal result in a certain proportion of cases in which there is 
evidence that the microbe dies out (‘‘healed and healing 
cases’). 

(da) The Retina.—Just as in the skin and in the ‘urine it behoves 
us to search diligently for signs of the embolic process at the 
earliest possible stage of a suspected case, so here careful ex- 

loration of the fundus’ oculi not seldom discovers small 
Spee that are indicative of the state of arterial meta- 


stasis long before a | ger event leads to plugging of a rela-. 
consequent scotoma of which the patient - 


tively large vessel an 
may complain. 


With the many examples of embolism in such’ regions 
and of such magnitade as to draw the observer's attention 
to the event, and to the lesion produced, I will not stay to 
deal, except to refer in passing to the fact that such event 
occasionally leads to a surgical procedure undertaken in 
ignorance of the real nature of the process. Thus the 
kidney has been explored, and even removed, for renal in- 
farction of this kind, and the abdomen has been opened 
for the severe pain and the lump caused by plugging and 
aneurysm formation in a mesenteric artery. 


2. The Endocarditis. 

The endocarditis may be manifest or it may be masked. 
There is no doubt that in a few cases no signs ara 
present by which endocarditis can be diagnosed with 
certainty for a long time, and in a still smaller number of 
cases the absence of the signs of endocarditis persist 
throughout the whole course of the disease. This was so 
in one of my own cases, and the reason for it was apparent 
post mortem ; the patch of endocarditis was entirely mural, 
the valve cups being wholly unaffected. It does not follow 
even when signs of endocarditis are manifest that it is the 
present infection which is causing them, rather than old 
cicatricial changes in the valves; but the probability is so 
high in any given case that the present infection does 
involve the damaged valve, that this may be taken for 
granted. All the same, it is well to remember that in those 
cases in which well marked valve lesions preceded the 
onset of the disease, the major part of the heart signs may 
be, indeed probably are, due to the old lesion rather than 
to the new; for this reflection gives some hope that if the 
infective process could once be successfully combated the 
heart would not be left much worse off than it was prior 
to the arrival of the infection. Considerations such as 
these account in part for the fact that in subacute 
bacterial endocarditis, unlike acute ulcerating or fungating 
endocarditis, it is uncommon for bruits to “come and go,” 
or to “change their character from day to day,” as is so 
commonly taught. Even when a systolic bruit does 
appear in a case in which it was not heard primarily, the 
observer needs to bear in mind the possibility of the 
murmur being due to lack of myocardial tone, to stretching 
of the mitral ring, or to concurrent anaemia, rather than 
to endocardial vegetations. 

As to the state of the heart. generally, it is agreed by 
most observers who have studied these cases that it is a 
striking thing that this organ shows so little recognizable 
response to the infecting: process, at least for a very con- 
siderable time. There is some difference in the expressed 
views of different observers as to the relative incidence of 
the classical signs and symptoms of heart failure towards 
the end of the course of the disease, but there is general 
agreement as to the fact that for the major part of its 
course subacute bacterial endocarditis is very largely desti- 
tute of cardiac features. Indeed, our conception of the 
disease will be in stricter accord with the facts both of 
clinical and of morbid anatomical observations if we do 
not regard it as a disease of the heart at all. In this 


respect it contrasts markedly with acute rheumatism, in 


which disease cardiac involvement looms conspicuously, 
more or Jess carditis being almost invariable. Recognition 
of this fact will help us to avoid the error of thinking 
a patient is necessarily free from the suspicion of infective 
endocarditis because his heart and pulse on critical ex- 
amination show little or no evidence of disordered function. 
Arrhythmia, symptoms of inadequate response to effort, 
signs of dilatation, and the results of so-called decom- 
pensation—not only may all of these be conspicuous by 
their absence, it is unusual to see them. 


3. Isolation of Microbes from the Blood Stream. . 
Since we have become more familiar with the disease, 


the confirmatory evidence of a positive blood culture is less. 
essential to a correct diagnosis. Moreover, we are not 


now so prone as formerly to consider negative cultures as 


being due to faulty technique, since we understand better 
the vagaries of the infective process. After all, there are 
limits to the amount of blood we can extract, and to the 
number of times we can extract it; so that a negative 
blood culture does but mean that within these limits no 


microbes are. cultivated from the blood stream; it by no. 
means signifies that the blood stream is sterile. Indeed,: 


and with profound respect for Libman’s views, I think all 


wal 
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our knowledge so far goes to indicate that a systemic 
blood infection of varying degree exists throughout the 
whole course of the disease. I regard a series of negative 
blood cultures—I assume special knowledge of this class 
_ of case, and of the type of bacterium involved, on the part 
of the bacteriologist concerned—as indicating some as yet 
- unknown factor determining the content of the microbe in 
the circulating blood, rather than as indicating that the 
vegetations are “ bacteria-free.” However, these considera- 
tions scarcely concern us in to-day’s discussion. We must 
beware not to assume a better prognosis in those cases 
in which the cultures are negative than in those in 
which they are positive. Nor is the outlook necessarily 
better in any individual case which gives a negative culture 
following a positive one, unless the fever and the general 
state give equal assurance of a dying down of the infection. 
One very important reason why every effort should be 
made to obtain a positive culture is that without this we 
are at a loss for a specimen of the infecting agent, and 
therefore unable to proceed along any line of immune 


therapy. .- 
ever, 


As already. remarked, this is probably an invariable 
concomitant of the disease. Its discovery is, as I have 
said, the commonest early hint that all is not well with 
the patient, and it is the symptom which brings the 
majority of patients under observation. Though chilliness 
is complained of frequently, and sweats are common, 
rigors are uncommon, apart from some accidental event 
such as infarction. Of the type of temperature curve 
there is litile to say; most often it is irregular, remittent 
quotidian. Remissions may occur, whether following 
some effort at treatment or not, although in most cases 
the chart shows a daily pyrexia with persistent monotony. 
Afebrile periods lasting from one to several days are not 
very unusual. In two of my cases these remissions lasted 
for seven and ten days respectively, and quite recently Dr. 
Herbert French showed me a patient in whom the tem- 
perature did not rise above normal for fourteen days. 
These afebrile periods are sometimes accompanied by 
increased tone in the patients, and I have notes of a case 
in which weight was gained, the blood count improved 
definitely, and the infecting microbe disappeared from the 
blood stream. It follows that some at least of these re- 
missions in the fever are accompanied by remissions in the 
systemic part of the infective process. We may speculate 
as to whether for the time being a clearance has been 
made of the microbe-laden thrombotic material impinging 
upon the eddying blood in the chamber of the heart, the 
scattered cocci have been duly salvaged by the tissues, and 
the blood stream has had a temporary respite which lasts 
until the focus in the depth of the valve tissue again 
renews the vegetations, which again pay out microbes into 
the circulation. The afebrile periods that are seen to 
follow heroic but well meant efforts to cleanse the blood 
stream by lavage with a large bulk of some antiseptic 
solution, are not, I believe, indications that the effort has 
been temporarily successful, so much as that the normals 
adaptation of the tissues and of the nerve centres to the 
infection has been for the time upset. The afebrile periods 
preceding the end of the disease are not very unlike these, 
and the similarity may perhaps be taken as a useful 
warning. But the absence of fever as a terminal event 
in diseases that are usually febrile is not confined to 
infective endocarditis, and the event has no more special 
significance here than in other diseases; it is but a sign 
that the tissue response to stimulation is at last exhausted, 
that an asthenic stage has arrived, and that the end is 
near. It can deceive none but the uninitiated, or possibly 
him whose judgement is warped by overweening contidencé, 
in the remedy he has last exploited. 


V. PatHOGENESIS AND Matters For Discussion. 

What, now, should be our conception of the nature and 
of the evolution of this disease? For without some idea 
on these points further clinical observations are not likely 
to be fertile, nor without imagination are even further 
bacteriological researches likely to be progressive. How 
should we picture the complex interactions that go on 
prior to and during the actual presentment of the disease 
-_process?. Are we all potential victims of bacterial infection 
of the endocardium, seeing that we appear to carry in our 
mouths, throats, and intestines the microbes that are 
capable of agting as the infective agents? For despite 


some difference of opinion as to the exact bacteriological 
status of the causative microbe and considerable difference 
in nomenclature, there is little doubt that the Streptococcus 
viridans of Schottmiiller, the attenuated pneumococcus 
of Rosenau, the endocarditis coccus of Libman, and the 
streptococci described by Andrewes, Horder, and Gordon 
as 8S. salivarius and 8. faecalis are little, if at all, 
removed either in biochemical features or in patho- 
genicity from the streptococci occurring in the normal 
flora of the human body in health. Are there primary 
foci where these potentially pathogenic microbes colonize, 
undergo mutation of some kind in the process of inter- 
action with the tissues, enhance their virulence, and, 
eventually escaping the barrier of the mucosa, invade the 
blood stream ? Are the tonsils, the peri-odontal membrane, 
and the appendix amongst these primary foci? Are we 
using important means of prevention, building better than 
we know, when we search for and evacuate these and 
other possible foci? Is the first stage in the disease 
more common than we realize, and does the mere 
existence of a damaged heart valve determine in which 
of us a temporary bacteriaemia shall become a lethal 
malady? Are there any clinical means of recognizing thig 
early stage, and thus of stepping in before the fatal link in 
the chain is forged? What is the relative importance we 
should attach to the different factors in the whole patho- 
logical process—the primary focus, the lowered tissue 
resistance, the damaged endocardium, and the infecting 


‘agent? In our treatment shali we do best to concentrate 


our attention chiefly to the streptococcus, elaborating and 
testing our methods of immune therapy even more per- 


sistently than we have already done, or try still more . 


diligently than hitherto to find a successful system of 
chemiotherapy, or spend our efforts largely in non-specifia 
measures, with a view to raising the general resistance, 
as is our present method with pulmonary tuberculosis? Is 
the disease, after all, chiefly a ‘disease of low resistance,” 
in which the micro-organism—at least during the later 
stages—plays but an inconspicuous part? What are the 
causes underlying the spontaneous remissions seen in the 


‘disease, and can we do anything to imitate or to intensify 


them? What is the meaning of a repeated ‘series of 
negative blood cultures in cases where the patients are 
quite as ill as in other cases in which the cultures yield 
large numbers of bacteria ? 

Such are some of the questions it seems to me we can 
usefully consider in connexion with this interesting but 
perplexing disease—a disease well meriting, as I think, its 
choice as one of the subjects for discussion by the Medical 
Section of this Association. 


E. Lipman, M.D., 

: New York. 
As I am in agreement with Sir Thomas Horder in hig 
view-points concerning the disease under discussion, I shall 
take up some of the aspects of tha subject. It is of the 
greatest importance to distinguish between valvular defects 
and endocarditis. Otherwise one can have no clear con- 
ception and no clear terminology., A valvular defect is a 
finished process, like an ankylosis of a joint following an 
arthritis. An endocarditis is an active process. 

The causes of valvular defects are :— 

1. The rheumatic virus (not established). 

2. The syphilitic virus. 

3. Atherosclerosis, a degenerative process. 

4. Congenital defects. In connexion with subacute bacterial, 
endocarditis, the open ductus is the most important lesion. 

5. Rarely an acute bacterial endocarditis (so-called malignant 
endocarditis) heals, leaving a valvular defect. Dr. E. G. Jane-: 
way described, for example, an insufficiency of the pulmonary. 
valve due to pneumococcus endocarditis. 

6. Traumatic lesions. 

Terminal endocarditis is clinically unimportant and will 
not be discussed. 

When we come to discuss endécarditis, we find that the 
main types are :— 

1, Rheumatic. 
2. Syphilitic. 
3. Bacterial, acute and subacute. 

The cause of rheumatism has, in the opinion of most 
authorities, not been established. Rheumatic endocarditis 
differs from subacute bacterial endocarditis in important 


| particulars which I shall discuss in a moment. It is 


acute, subacute, and recurrent in type, probably never 
chronic, 
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+o fever there is frequently present peri- 
in subacute bacterial endocarditis 
only rarely, then being due to some other intercurrent 
disease, or due to extensive infarction of the heart muscle. 
The skin over the joints is often red in rheumatism, and 
erythema nodosum may occur. In subacute bacterial 
endocarditis I have never seen the skin red over a joint, 
nor have I seen erythema nodosum. From a pathological 
standpoint there are sharp differences. The lesions in 
rheumatic endocarditis are small, firm, and covered by 
endothelium. In the heart muscle Aschoff bodies are 
found, and pericarditis is frequent. In subacute bacterial 
endocarditis another type of lesion is found in the heart 
muscle—the so-called Bracht- Wachter body, which has been 


produced experimentally by several observers (specially. 


halhimer and Rothschild). In the kidney, in the su 
acute bacterial group there are the lesions described by 
Loehlein, and later by Baehr and Gaskell. These lesions, 
which almost always involve only part of a glomerulus, 
are almost specific for the disease, rarely occurring other- 
wise. They never have been found in cases of acute 
bacterial or rheumatic endocarditis. This lesion must not 
be confounded with the glomerulo-nephritis which has 
been observed in some of the cases. 

In rheumatic fever streptococci of the anhaemolytic 
type (uon-haemolytic, so-called Streptococcus viridans) 
have been found in the blood of eight out of fifty-eight 
cases of rheumatic fever. But in these organisms a 
positive complement fixation test was never found—in 
contradistinction to the obtaining of uniformly positive 
results in cases of subacute bacterial endocarditis, when 
the blood is tested against the homologous organism. In 
rheumatic fever the cocci found probably represent a 
secondary invasion. 

The bacterial group of cases of endocarditis is divided 
into two types: acute and subacute. This distinction is 
made according to the duration; but there is also a 
bacteriological difference. Under acute cases are grouped 
the cases having a duration up to six weeks. Recovery 
is rare. They are cased by the Streptococcus haemo- 
bacillus, meningococcus, and other organisms. The heart 
lesions are vegetative and ulcerative, and the metastatic 
lesions are of a suppurative type. 

The subacute cases are due to the Streptococcus 
anhaemolyticus in about 95 per cent. of the cases. The 
other 5 per cent. are due mainly to the influenze bacillus. 
An occasional case is due to the gonococcus or Micrococcus 
flavus. For practical purposes the latter can be dis- 
regarded. The cases last usually four months to eighteen 


months. Some last still longer; the very long cases can | 


be called “ chronic.’”” Recently I have considered it advan- 
tageous to call the disease, which is much more frequent 
than acute bacterial endocarditis, “ subacute streptococcus 
and influenzal endocarditis.” The word anhaemolytic, 
or non-haemolytic, need not be added because the haemo- 
lytic streptococcus newer gives rise to a case With subacute 
course. 

The lesions in the heart- muscle and kidney have been 
mentioned. There is not sufficient time at my disposal 
to go into the clinical differences between this disease and 
rheumatic endocarditis and acute bacterial endocarditis. 
In the subacute type the presence of the tender cutaneous 
nodule (Osler node) is of great value, being a patho- 
gnomonic symptom. In acute bacterial endocarditis 
there are small dark red papular lesions in the skin of 
the dorsum of the foot and the palmar side of the hand, 
but these are smaller and not tender. The nodes found 
in rheumatism are subcutaneous, not tender, and differ 
entirely fram the Osler node. The cases of subacute 
streptococcus and influenzal endocarditis are charac- 
terized by embolic features, petechiae, embolism, embolic 
aneurysms, and the tender nodes. In rheumatic endo- 
carditis embolic features are not produced by the endo- 
cardial lesions because they are firm and small. f 

It is a remarkable fact that, while the rheumatic and 
syphilitic viruses find no “difficulty in attacking normal 
valves, the bacterial infections attack almost entirely 
previously diseased valves. The term “ bacterial” is used 
provisionally. If rheumatic fever should be found to be 
due to bacteria and not to another type of organism the 
name “subacute bacterial endocarditis” would have +o 
be dropped, because rheumatic endocarditis can run a 


subacute course. The use of the designation “ subacute 
streptococcus and influenzal endocarditis” avoids all 


possible difficulties. It is interesting to note that the 


subacute bacterial infections occur mainly on the basis of 
valvular defects due to the rheumatic virus, and much less 
in other types, notwithstanding the great frequency of 
syphilitic valvular defects. 

The focus of infection, as Sir Thomas Horder has men- 
tioned, is usually an evident active one in cases of the 
acute bacterial type, and a small quiet focus in cases of 
the subacute type. Ne 

‘What is the outcome of the subacute cases? I have 
seen four complete recoveries without any residua what- 
soever. These four had occurred during the course of 
about 150 well observed cases. Up to the present time 
I have seen over 300 cases of the disease. The figure is 
not a definite one, as I no longer make notes in all the 
cases that I have the opportunity of observing. »I have 
seen several cases become bacteria-free, and die within a 
few months of after-results. What is very remarkable is 
that one sees cases which were formerly considered to be 
cases of “chronic rheumatic endocarditis” which are 
really cases of valvular defect followed by a bacterial 
infection with spontaneous disappearance of the infection. 
These patients must have had an infection of unknown 
duration and were not sick enough at the time to ask for 
medical treatment, or were supposed to have a mild 
malady. They have in the main the same symptoms as 
the few cases that I have watched, becoming bacteria-free 
and then dying of after-results. : 

By a bacteria-free case I do not mean a case of evident 
active infection in which the blood cultures are negative. 
Some active cases will show no bacteria in the blood, 
although the temperature is very high all through the 
course of the disease, and the vegetations at the post- 
mortem examination consist of a mass of bacteria. I 
apply the term bacteria-free to such cases as have no: 
bacteria in the blood, and none in the vegetations as 
determined by crushing them and using a variety of 
staining methods. Such cases may run as long as two 
years or more after they come under observation, and 
usually are not febrile except when a complication arises. 
At the post-mortem examination one finds fibrosed and 
calcified vegetations, fibrosed chordae, some of which are 
torn. In the kidneys,. in nearly all the cases one finds 
the typical glomerular lesion in healed state. Some of 
these cases present from time to time the pathognomonic 
Osler node. 

Clinically these patients, besides presenting some of the 
symptoms seen in the active (bacterial) stage—such as 
petechiae (the white-centred ones being the most valuable 
for diagnosis), a tender sternum, moderate splenic enlarge- 
ment, café-au-lait colour of the face, etc.—have certain 
clinical features that are distinctive. Some develop renal 
insufficiency and die of uraemia, some die of progressive 
anaemia and others of embolism. In some a very marked 
enlargement of the spleen is found, and these patients are 
usually suspected of being victims of Banti’s disease. A 
few present a dark-brown colour of the face that is 


distinctive. It is to be noted that some or nearly all: 


these features may be found grouped in a single case. 

The renal insufficiency is due to glomerulo-nephritis 
and not to the small lesions in the glomeruli described 
by Loehlein. Of 77 pairs of kidneys in this disease 
studied by Dr. Baehr, a practically universal glomerulo- 
nephritis was found 9 times; 2 of these were of acuté 
type and occurred in thg active (bacterial) stage of the 
disease; the other 7 instances were of a diffuse type 
(secondary interstitial nephritis), These all occurred im 
the bacteria-free cases. 

There has been a misconception as regards embolism in 
cases of cardiac disease. In rheumatic endocarditis the 
lesions in the valves are small and firm. They rarely if 


ever break off, and if they do they could not close large. 


vessels. In cases of valvular defect, except for rare 
thrombotic deposits in an eroded part of a stenotic mitral 
valve, there is nothing to break off. Of course, emboli can 
come from thrombus material in the auricles or ventricles 
in any case of cardiac disease, or an embolus may come 
from a thrombus in an ulcerated patch of the aorta or other 
vessel, or from the pulmonary vein, or from a peripheral 
vein if there is present a congenital defect. But apart 


from these what may be called thrombotic eventualities. 
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embolism in valvular disease means that the patient is 
suffering from a bacterial endocarditis, acute or subacute, 
in the active or bacteria-free stages. 

It is important, therefore, in cases of afebrile valvular 
defect, with progressive anaemia, splenomegaly, renal 
insufficiency, curious brown pigmentation of the face, or 
embolism, to investigate whether the patient has had an 
infection by an anhaemolytic streptococcus, has lost the 
infection, and is in the bacteria-free stage. In febrile 
cases everybody would nowadays be on the look-out for a 
valvular infection. 

These bacteria-free cases are not rare. Up to 1917 I had 
full notes of 76 cases in the bacterial stage, 64 of which 
were absolutely proven to be cases of subacute strepto- 
coccus or influenzal endocarditis, and 335 cases in the 
bacteria-free stage, 20 of which were definitely proven 
by that time. If we take the first figures, 33 and 76, we 
find over one-quarter are cases in the bacteria-free stage. 
If we take the second figures, 20 and 64, we find some- 
what less than one-quarter are bacteria-free cases. In 
general, then, one can say that, as far as these figures are 
concerned, about 25 per cent. of persons having an 
infection of the valvesof the heart by an anhaemolytic 
streptococcus spontaneously lose the infection and die of 
after-results. We have no idea of how often the infection 
may occur without being clinically observed and com- 
plete recovery follow. Serologic studies may help in 
settling this question. 

It is to be noted that there are cases that come to post- 
mortem examination in which cocci are still present in 
small numbers in vegetations not completely fibrosed or 
calcified. These are included in the group of bacteria-free 
cases, because in active cases the vegetations are really a 
mass of bacteria. 

The patients who have completely recovered, both those 
observed by myself and those recorded in literature, were 
treated by methods wholly ineffectual in a very large 
number of other cases. The treatment carried out does 
not seem to have played a réle in the result. Considering 
this fact and the great mortality of the disease, the ques- 
tion of prevention must be actively taken up. If we could 
prevent rheumatic fever we could prevent nearly all of 
these cases. 

But, at present, we do not have to-accomplish this 
object. What we can do is to systematically rid all 
patients with vulvular disease of their ascertainable foci 
of infection (teeth, tonsils, sinuses), keep them built up and 
try persistent immunization. The frequency of immuniza- 
tion and the best method of carrying it out are questions 
needing study. Before the war we began this work at 
Mount Sinai Hospital. We found that after immunization 
with anhaemolytic streptococci positive complement 
fixation tests could be obtained. Of course that does not 
necessarily imply immunity. If in the outdoor cardiac 
clinics now being organized systematic watching of cases 
of valvular disease for foci of infection be carried on, and 
immunization be attempted, we may see a drop in the 
morbidity of this dread condition. 

A plea for the application of preventive measures was 
already made in the paper published by Sir Thomas Horder 
in 1909, 
owe much inspiration. 

In 1917 I made a compilation of the data in the records 
of the post-mortem examinations made in the three pre- 
ceding years at the Mount Sinai Hospital. These records 
showed that three-tenths of the deaths in cases of valvular 
disease were due to a superimposed infection by Strepto- 
coccus anhaemolyticus—in other words, to subacute strepto- 
coccus and influenzal endocarditis. When one takes into 
consideration the fact that this disease is one that occurs 
to the largest extent in young adults, and that it attacks 
mainly the patient with cardiac disease who is not yet 
suffering from cardiac insufficiency, the question of pre- 
vention appears the more pressing. 


F. J. Poynton, M.D., F.R.C.P., 
London. 
Dr. Poynton said that the part he wished to take in this 
interesting discussion was to illustrate by a short demon- 
stration the view that subacute bacterial endocarditis was 
not a special disease, but a phase of cardiac infection 
_resulting from various causes, one of the most important 
being the rheumatic. It was, in his opinion, impossible to 


a contribution to which, it pleases me to say, I 


exclude rheumatic endocarditis from this discussion as. 


Sir Thomas Horder had done, unless there was over- 
whelming evidence in favour of its exclusion. None, 
however, had been forthcoming, but a statement by him 
to this effect, that it was now generally agreed that the 
endocarditis associated with rheumatism was bacteria- 
free. In the absence of evidence he (the speaker) was at 
liberty to put forward this counter-statement, that the 
endocarditis in rheumatism was caused by, and not 
associated with, the disease, and in its early stage was not 
bacteria-free. 

The reason that the condition of rheumatic endocarditis 
could not be excluded was at once apparent from the 
following considerations: A patient, having recovered 
from one or more attacks of rheumatic endocarditis, 
succumbs, at a period more or less remote, from subacute 
bacterial endocarditis. Rheumatic endocarditis not being 
bacteria-free, what relation did the bacteria which caused 
the fatal illness bear to those which caused the earlier 
rheumatic endocarditis? His explanation would be that 
the heart of this patient had never really recovered from 
the early attacks, but that unhealthy bacteria. containing 
foci had been left in the valves, which, when the health 
became degraded by overwork, evil surroundings, or other 
cause, became locally virulent, flared up, and caused the 
final catastrophe of subacute bacterial endocarditis. He 
would compare this patient’s condition to that of one who 
had apparently recovered from one or more attacks of 
acute pulmonary tuberculosis, and then later succumbed 
to a progressive tuberculosis from the lighting up of an 
unhealed focus in the lung. 


He then illustrated on the screen the bacterial origin of 
rheumatic endocarditis and the formation of necrotic foci 
in the valves in rheumatic, simple, and progressive endo- 
carditis. He pointed out the important bearing of these 
investigations upon treatment; the great need for more 
particular supervision of those who had suffered from 
endocarditis, not only from the standpoint of further 
attacks of rheumatism, but from general aspects — their 
occupation, their surroundings and general hygiene. He 
was probably the first to try antiserums in this country in 
rheumatic endocarditis and in the progressive form, and 
had a long experience of serums and vaccines, used alone 
or in combination, and aided by expert advice. Success 
had been denied him. He had no belief in chemical anti- 
septics injected into the blood stream, for his study of the 
pathology convinced him of their inadequacy. 


Carey Coomss, M.D., F.R.C.P., 


Bristol. 


.Dr. Carey Coomps said that it was quite impossible to 


reply to Sir Thomas Horder’s main question (as to the 
relative importance of “the primary focus, the lowered 
tissue resistance, the damaged endocardium, and the 
infecting agent”) without some allusion to the pathology. 
There were three main histological facts on which his own 
views were founded. First, subacute bacterial endocarditis 
was an infection of the heart in which the endocardial 
lesions greatly predominated over those of the myocardium 
and pericardium; in contrast with rheumatic carditis, in 
which the lesions of the myocardium and pericardium were 
at least as intense and widespread as those of the valves. 
Second, the difference between subacute bacterial endo- 
carditis and the other forms of ulcerative endocarditis to 
which Sir Thomas Horder had alluded was one of degree 
and not of kind. In the former the valvular reaction was 
more productive and less necrotic than in the latter, the 
difference being one of the balance between host and 


+ invader. In both kinds of endocarditis such myocardial 


lesions as were present were obviously embolic, and the 
difference between those of the subacute bacterial group 
and those of the remainder was relative—chronicity on the 
one hand and acuteness on the other. Third, histological 
examination proved that most of the hearts attacked by 
this disease had already been handicapped by previous 
infections, particularly by rheumatic infections. 

On this basis he felt that it was possible to assign to 
each of the four factors mentioned by Sir Thomas Horder 
its relative significance. The infecting agent, it seemed 
to him, was comparatively unimportant. It was not a 
constant; in a certain percentage of cases, as Dr. Libman 
had said, organisms other than streptococci were found—a 
fact that depreciates to some extent the importance of the 
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i i in, such evidence as there was showed 
the same as that of rheumatic 
be : i oy although in the latter it was acting with 
cae va virulence. If this were so, the streptococcus 
ps rg relying for the production of subacute bacterial 
on its powers but on the 

imini istance of its victim. ; 

ry gr a focus, it would be a relief to think 
th t attention to tonsils and to teeth would prevent the 
di : ‘ase, but in view of the wide mucous surfaces exposed 

a stococcal infections he feared lest oral sepsis would 
pec “4 be no more than the fringe of the subject. 

Laced general resistance, he believed, was of more 

ctical importance. Time would not allow of examples, 

but he had seen cases in which fatigue and privation. had 

ptm to him to predispose quite definitely to the develop- 
ment of subacute bacterial endocarditis. 

In his opinion it-was the damage done to the valve 
‘by previous infection that was of the greatest practical 
importance. He wished to associate himself with Dr. 
Poynton in emphasizing the significance of rheumatic 
carditis in this connexion, and said that it was high time 
to attack the problem of prevention of that disease. - 


A, E. Gow, M.D., F.R.C.P., 
romans terial endocarditis are 
mptoms of subacute bacterial endocarditi 

and ephemeral in their clinical 
manifestations that we should bear it in mind as & possible 
underlying cause in any case of chronic disease in which 
a fair prognosis is falsified by the patient’s unexpected 
progress downhill, or in which a looked-for clinical im- 
provement does not materialize. Any organ or tis:u> of 
the body may be the first to attract the attention either of 
the patient or his doctor, but only very exceptionally is it 

the heart which appears primarily at fault. E 
The symptoms throughout are generally either of 
embolic or “toxic” origin. Sir Thomas Horder in his 
opening remarks has insisted on the diagnostic value of 
certain embolic processes, and has referred in this con- 
nexion to the occurrence of petechiae in the skin, which 
may be the first sign that all is not well. Another early 
cutaneous manifestation may be a recurrent transient 
erythema or scarlatiniform eruption, irregular in distribu- 
tion, often symmetrical, involving the inner side of the 
legs and forearms or the front of the trunk. This is 
doubtless “ toxic” in origin and not infrequently associated 
with fleeting joint pains, which may themselves be due to 
a like erythema of the synovial membrane. Other common 
“toxic” manifestations are progressive anaemia, loss of 


flesh, fever, and sweats. 


Though the detection of an organism in the blood 
stream is undoubtedly a point of great diagnostic value 
in this condition, the converse does not hold, and at the 
present time I count the failure to isolate a bacterium on 
blood culture of small importance. In my experience 
during the past eighteen months it has been the exception 
rather than the rule to obtain a positive blood culture 
during life, whereas before the war failure to isolate the 


organism at some stage of the disease was regarded as 


a blot in one’s escutcheon. It may be that these strepto- 
cocci are not so appreciative of the English chemicals in 
our present-day culture media as they were of the foreign 
ones of pre-war days; it is difficult to believe that the 
organisms themselves have changed. 9 
The isolation of the causal organism, though of minor 
importance in clinical diagnosis, is essential if we are to 
attempt the destruction of the bacterium and its toxin by 
the use of specific agents; and this is one of the lines 
along which, we may look for ultimate success in the treat- 
ment of this disease. For this reason, if blood culture fail 
to reveal the organism, other likely sources must be tapped 
in the hope of securing it. During the war it was proved 
to a large number of medical officers that puncture of an 
enlarged spleen is a simple operation and, if due pre- 
cautions be observed, one devoid of risk to the patient. 
Cultivation of fluid withdrawn by spleen puncture may 
be the means of isolating the organism. Cultivation of 
the urine, collected aseptically, is not infrequently suc- 
cessful, though an organism isolated from the urine is not 
necessarily the one responsible for the septicaemia. _ 
But these means may also fail. At the present time 
there is a patient under the care of Sir Archibald Garrod, 


on whom I and others have made repeated unsuccessful. 
direct attempts to identify the causal organism; his blood 


-_has been sown in agar, in broth with and without the 


addition of sterile fresh rabbit kidney and spleen, under 
aérobic and anaérobic conditions; the urine is apparently 
sterile, even when the slight transient haematuria charac- 
teristic of embolic focal nephritis is present, and cultivation 
of the fluid obtained by puncture of his enlarged spleen 
has failed to reveal the infecting organism—and this in 
a febrile patient with a progressive anaemia, an obvious 
endocarditis, petechial haemorrhages, and symptoms 
indicative of pulmonary, renal and splenic infarction, so 
that the accuracy of the diagnosis can admit of no doubt, 

Another point in the clinical pathology of subacute 
bacterial endocarditis is the fairly frequent occurrence of 
leucopenia. The septicaemic state is in general associated 
with a leucocytosis, and in this disease a count varying 
between 10,000 and 20,000 per c.mm. is the rule; there 
are two cases in the same ward at St. Bartholomew's 
Hospital at present in which the leucocytes have never 
been found above 5,000 per c.mm. in 

Though these cases with leucopenia cannot be dis- 
tinguished clinically from those associated with leuco- 
cytosis, the immunity—using the term in its widest sense 
—developed in the two groups appears to differ. There is 
no “never” or “ always ” in medicine, but it seems that a 
case with leucocytosis can be sensitised to horse serum 
without much difficulty, but so far we have failed to 
sensitize one with leucopenia in like fashion; and while 
the former type shows an immediate reaction to the intra- 
venous injection of peptcne—that is, fall of systolic blood 
pressure, rise in pulse frequency, and leucopenia followed 
by leucocytosis—no such effect is seen in the latter, and 
further, if a rigor ensue, there is still no leucocytosis. 

With regard to the frequency of the disease, it appears 
to be the general impression of those with whom I have 
discussed the question, that it was relatively in abeyance 
during the war; comparatively few cases were met with 
in the stationary and base hospitals. But now in civilian 
life we find it apparently more prevalent than ever before. 
Statistics from the post-mortem room of a-general hospital 
are of little value in determining disease incidence, but 
perhaps in this condition there are fewer sources of error 
than in most others. During the past seventeen months 
there have been, at St. Bartholomew’s, 30 cases of sub- 
acute bacterial endocarditis (in a total of 345 medical 
autopsies), whereas in the corresponding period before the 
war there were 17 cases (amongst 460 post-mortem 
examinations). 

I have specimens here from two instructive cases: 


The first is that of a man, aged 41, whose left forearm had 
been amputated in consequence of a wound sustained whilst 
serving in the infantry in France. He had been slightly gassed 
with mustard gas on three occasions, but he remembered no 
other illness. In November, 1919, while working asa pupilon a 
chicken farm, he got wet, and next day showed signs of acute 
negprilis. He was admitted to hospital four weeks later, 
oedematous and dyspnoeic, passing on an average 1,000 c.cm. of 
urine containing about 1 per cent. of albumin, casts, and 
practically always a little blood. But there was no evidence of 
valvular disease, and the optic fundi were normal. Various 
tests of renal efficiency proved his kidneys to be gravely 
damaged ; the oedema increased, and his ape to treatment 
was highly unsatisfactory. In the middle of February strepto- 
cocci were found in the urine, and on the 29th of that month 
he complained of great pain in the right leg—the first definite 
evidence of arterial embolism, though it was not appreciated as 
such at thetime. Both legs were highly oedematous ; Southey’s 
tubes were introduced, the oedema fluid drained well, and the 

ain was considerably relieved. The left leg drained 4,150c.cm. 
in four days and appeared nearly empty of fluid, in marked 
contrast to the right, which in spite of draining more scarcely 
diminished in size. A week later marked pulsation was noted 
in the right calf. In the upper part of the popliteal space the 
artery could be felt pulsating and apparently not enlarged; the 
lower end of the space was occupied by a pulsating swelling 
with a systolic thrill and a short systolic and a long diastolic 
murmur. A loud diastolic murmur was found in the aortic 
area, and a rage hear pom was isolated from the blood. 

Death took place suddenly on March 17th. The heart shows 
a long ribbon-like vegetation on an aortic cusp. Above the 
cusp, within range of the free end of the vegetation, is a small 
area of ulcerative aortitis and a tiny aneurysm, perforation 
of which into the pericardial sac was the immediate cause of 


_death. The mycotic aneurysm on the posterior tibial artery is 


also shown. It too had ruptured and is surrounded by a false 
sac, the wall of which is formed by the compressed tissue of the 


calf muscles. 


A second case, of different type, was known to be the subject 
of congenital morbus cordis—subaortic stenosis. She 
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been in St. Bartholomew’s, under Dr. Morley Fletcher, on 
two occasions, with functional paraplegia, but her heart 
appears to have caused her no inconvenience until September, 
1919, when she was 21 years of age. She then complained of 
weakness, amenorrhoea, dyspnoea on exertion, palpitation, 
and fleeting pains in her knees and wrists. Two months later 

_ she was again admitted under Dr. Morley Fletcher. The 
physical signs in the chest were much the same as on previous 

* examinations—heart not enlarged, a systolic thrill all over the 
front of the chest, most marked in the aortic area, a loud blow- 
ing cone systolic murmur, loudest at the aortic base but 
heard all over the precordia and in the vessels in the neck. A 
diastolic murmur had its point of maximum intensity over the 
third left interspace close to the sternum. By this time she 
was febrile, her spleen was palpable, and there was a trace of 
albumin inthe urine. Blood culture was positive; the leucocyte 
count 5,400 per c.mm. Death took eye four weeks later, the 
illness lasting just three months. The heart shows a rigid rin 
of fibrous tissue lying between the aortic cusp of the mitra 
valve and the interventricular septum. There are no vegetations 
on this ring. From above, one cusp of the aortic valve can be 
seen, the others being invoived in recent vegetative outgrowths, 
as is a portion of the aorta immediately above the valve. 


My thanks are due to Sir Archibald Garrod and Dr. 
Morley Fletcher for allowing me to refer to cases under 
their charge. 


H. J. Srarurne, M.D., 
Norwich. 

I pEstrE to speak on my experience with 38 cases which 
have been under my care, 31 of which were soldiers and 7 
were discharged soldiers or pensioners. Autopsies were 
held on 17 of these cases; 3 only of these men are still 
living. The most remarkable feature among the soldiers 
was their ability, in the majority of cases, to carry on 
full front line duty until a week or so before admission to 
hospital, when they were found to have an advanced 
degree of endocarditis, their deaths taking place within a 
short period of one to two months after admission. It was 
established without doubt in some of these cases that the 
disease had existed for at least six months without inter- 
fering with their duties. Several of the pensioners had 
been discharged as Al men, the symptoms of slight 
dyspnoea and debility commencing a month or two later, 
admission to hospital some six to twelve months after 
this, and death within a week to two months after 
admission. 

I cannot speak of the earliest features of this disease, as 
those cases still under observation cannot yet be diagnosed 
as such, but from my experience with this series I regard 
the following symptoms as characteristic of this disease, 
once it is established, and the percentage of such are 
calculated to the nearest unit from this series: 


Insidious onset and, in the majority of cases, as I have men- 
tioned, the ability of the patient to lead a strenuous or almost 
normal life after the earliest symptoms have occurred. 

Pallor,95 per cent., sometimes café-au-lait, at others a pale 

rimrose background upon which a healthy colour is super- 
imposed ; sometimes the pallor is not noticeable till the end of 
the illness. 

Endocarditis.—All these cases had advanced valvular lesions 
on admission, but with little of the disability which usually 
accompanies such. Enlargement of the heart is not marked till 
the end, and the dyspnoea is slight, the patients lying flat when 
in bed in most cases until the last few days of the illness. 

Clubbing of fingers, 76 per cent. This has been present in 
every one of the last 20 cases of this series. This feature is not 
present in non-infective endocarditis unless it is of a long 
standing. 

LEnlargement of spleen, 81 per cent. 

Petechiae, 58 per cent. If the cases were examined every da 
the incidence of this symptom would be nearer 100 per cent. 
have only been able to discover Osler’s nodes in 6 of these cases, 
but they have been a prominent feature in a case of gonococcal 
endocarditis at present under my care. 

Gross embolic phenomena occurring in the larger vessels, such 
as the cerebral, brachial, popliteal, and other arteries, have 
been present in 39 per cent. 

Absence of pyrexia for periods of one to three or four weeks is 
very usual, interspersed with short periods of fever, and these 
only to a slight degree unless accompanying some gross embolic 
phenomenon. 

Pulse rate often unduly quick. . 

To show the type of individual attacked—12 cases had over 
three years’ service in the army; 15 over four; 10 cases had over 
one year’s foreign service ; 14 over two, and 10 over three. 

Previous Ilinesses.—Seven cases had rheumatic fever within 
the previous five years, and of these 3 were more or less in- 
capacitated since the last attack. Three cases had had rheu- 

matic fever in childhood; so that in this series rheumatic fever 
does not appear to be a very constant precursor (26 _ cent.). 
Pneumonia: 3 cases recently, 2 cases in childhood. There were 
other diseases, such as influenza, dysentery, trench fever, 


assing, the incidence of which was so small as not to warrant 

iscussion. Six cases had received severe wounds which 
— to be a direct precursor in 3 of these cases. Eleven 
of this series had never had any illness or wounds either before 
or during the war—another illustration of the fine type of man 
that is affected by this disease. 


It is of the utmost importance that all those who are 
responsible for the medical examination of soldiers, and 
still more that of pensiouers,.should be fully acquainted 
with the symptoms of this disease. Recent correspondence 
in the British MepicaL Journat shows how unexpected 
is the fatal result in many cases diagnosed merely ag 
valvular disease of the heart. The Ministry of Pensions 
is not yet sufficiently aware of the prevalence“of thig 
disease, nor of its responsibility in regard to those pen- 
sioners who suffer from it. 


Pathology. 
All the 17 cases which came to autopsy had been 
—— before death by means of the symptoms already 
escribed. 


The Heart.—The vegetations are mainly calcareous, often 
sessile, and in this form spreading over the auricular and 
ventricular walls and extensively affecting the chordae _ten- 
dineae, which become friable and rupture. There are also seen 
large pedunculated masses varying from the size of a split pea 
toacherry. In many cases the infective process can be seen to 
have spread from the mitral to the aortic valves or vice versa, 
the oldest infection being the most extensive. The most 
remarkable changes occur in the aortic valves. In 9 of the 
cases two of the cusps were completely fused together, the free 
edges of the cusps being thickly sclerosed and rigid and the 
septum between them completely absorbed. At first this was 
thought to be a congenital abnormality, but its frequency and 
the discovery in one case of the incomplete process proved 
that it was a result of the infection. As a matter of fact only 
two congenital abnormalities were found in this series. 

The spleen was enlarged in all the autopsies save one, and in 
this case two small infarcts were present. Infarcts were present 
in twelve of the autopsies, some being huge and occupying half 
the organ, in others they were small and multiple. In most of 
the cases with infarcts there was evidence of previous infarc- 
tion at a distant date, the fibrous change producing great 
puckering of the organ and being another proof of the long 
duration of this disease. The appearance of these old infarcts 
would warrant the assumption that a year or more must have 
elapsed since their occurrence. 


Evidence of previous endocarditis in healed lesions of 
the valves was present in 11 cases. It would be rash to 
ascribe the origin of these former attacks in every instance 
to rheumatic fever. Subacute infective endocarditis is a 
disease in which the process of healing runs concurrently 
with extension of the infective process, and it is more than 
possible that previous attacks may have resulted in the 
healing and cessation of the infective process. i 

Dr. Glynn, in the Lumleian lectures on infective endocarditis 
in 1903, mentions a case in which, nineteen years after recovery 
from an illness thought to be this disease, death took place, and 
calcareous vegetations were found on the anterior surface of the 
mitral cusp. Theodore Fisher, in the Medical Chronicle of the 
same year, records the death of a woman after a miscarriage 
whose heart showed many features pointing to a previous 
extensive infective process. There were calcareous and fibrous 
masses on the posterior surface of the auricle and the mitral 
valve had a very thickened posterior edge. This woman had 
been a patient in the Bristol Royal Infirmary four years 
previously and was diagnosed as suffering from malignant 
endocarditis. 

This disease, therefore, stands midway between acute 
infective endocarditis and non-infective or rheumatic 
endocarditis. It has all the characteristic symptoms of the 
accidents of the former, such as the embolic phenomena, 
but without any suppurative process and without the fever. 
In its outward appearance it is like rheumatic endo- 
carditis unless the characteristic symptoms are sought for 
diligently. As far as we know, it appears to be always fatal. 


A. G. Gipson, M.D., F.R.C.P. 
Oxford. 
I wovtp like to say something as to the value of petechial 
haemorrhages in the diagnosis of subacute bacterial 
endocarditis. The difficulty of making a diagnosis of what 
is or is not a petechia apart from similar lesions in the 
same patient is not small because of a liability to mistake 
for them minute naevi that cannot be rendered bloodless. 
Anatomically it is any small leakage of blood with or with- 
out a pale centre which does not fade on pressure. Isolated 
small petechiae are always difficult to interpret, but multiple 
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petechiae, 
certain evidence of 
The point especially th 


as Sir Thomas Horder has pointed out, are 
f damage to vessel walls. i 
at is to be mony on, Fag is 
: ring from day to day, the earlier 
pent of this tendency to haemorrhages may be found, 
as Sir Thomas Horder has mentioned, by careful daily 
mination of the centrifugalized deposit of the urine. 
The resence of blood corpuscles in the urine depends on 
oh hages in the kidney; the organ having 
petechial haemorrhage flea-bitte 
the appearance that is well described as the flea-bitten 
= what is the value of petechiae even in successive 
crops in a patient showing no tendency to any purpuric 
disease? Even in the absence of septicaemia, leukaemia, 
or a purpuric disease, it is not to be taken as certain 
evidence of endocarditis, for other pathological conditions— 
for example, an infected atheromatous ulcer or leukaemia— 
can be conceived as a possible source of minute emboli. 
Before we can locate the disease in the heart there ought 
to be some signs or symptoms referable to it. Several 
authors have recently pointed out the frequency of various 
types of arrhythmia in rheumatic fever, with or without 
valvular signs, as an indication of myocarditis, and the 
same must also be true of subacute bacterial endocarditis. 
In fact, so important is this as evidence of a cardiac 
infection that it is sometimes possible to make the diagnosis 
from the history. In one of my cases I was able to 
establish a diagnosis from an attack of tachycardia some 
months before it was otherwise possible. I have under 
my care at present a man who has had several crops of 
petechiae whom I suspect of having subacute bacterial 
endocarditis, but the only sign of cardiac affection is an 
occasional extra-systole in the upright position, though 
none were present on lying down. 

He has now developed extra-systoles in both positions, 
and a systolic murmur at the base. His bodily condition 
is good, the temperature only rises slightly in the even- 
ing, and blood culture has been negative. The diagnosis 
is in doubt, but it is certain that he has some infection that 
is being disseminated through the arterial system, and I 
suspect the endocardium. 

I am not sure that the term “subacute bacterial endo- 
carditis” may not contain two or more entirely distinct 
clinical types, the result of infection by nearly allied 
streptococcal or other organisms. Pathologically, that 
due to the Streptococcus viridans of Schottmiiller is very 
distinct with the warty type of vegetation spreading on 
the endocardium of the chambers in a direction opposite 
to that of the blood stream. Some of the cases in which 
on the earliest signs we wen rightly suspect subacute 
- bacterial endocarditis get well, but I have a sufficiently 
serious view of the condition we are now discussing to 
agree that within two years most cases die. I quote a 
case Suggesting a little virulent type of infection, probably 
of the heart, in which recovery followed treatment. 


.P., aged 37, joined the army in January, 1915, as category 
in April, 1919, as BS. He had never 
felt well since having trench fever in March, 1918. There was 
nothing of importance in the family or previous history. He 
‘was fairly healthy-looking, with some venules on the face, and 
a tendency to moisture aR Passo hands, and feet. During 
sleep he frequently sweated profusely. ‘ 

The oan want ie admission was in the fifth space in the left 
nipple line. The first sound was poor, and there was a very 
‘doubtful systolic murmur at the apex, and a me t systolic at 
the base conducted into the arteries of the neck. There was 
also slight tenderness of the left biceps and left latissimus dorsi 
muscles. The temperature showed marked daily oscillations 
with an evening rise between 98.6° and 99.4°. The pulse, which 
was regular and soft, varied between 60 and 92 in the prone 
position. During his thirteen weeks’ stay in hospital we ob- 
served on several occasions petechial haemorrhages sometimes 
in crops, that faded in the course of a week. The urine on one 
occasion out of four examinations showed the presence of blood 
in the centrifugalized deposit. 

The blood culture and Wassermann reaction were negative. 
The provisional diagnosis of subacute endocarditis was made, 
and he was treated by intravenous injections of perchloride of 
mercury, of which he was given nine of ¥ gr. each. He im- 
proved considerably, and his tendency to sweating entirely 
disappeared. The temperature settled down. No more petechiae 
appeared, and the murmurs which were most marked at the 
end of a month entirely disappeared. He was discharged 
convalescent, and advised to take things quietly. 


This leads me to the question of treatment. Personally, 
I feel that if a positive blood culture be obtained in these 


cases the outlook is hopeless. To obtain a positive blood 
culture there must be abundant organisms in the blood, and 
if we are to get them to grow the defensive mechanism of 
the patient’s serum must have been diminished. To obtain 
the best cultural evidence we must take the specimen at . 
the highest point of the temperature, if possible during a 
rigor, but here again rigors should, I think, be oman a 
late symptom. ‘The presence of a streptococcus in the 
urine is a sign of very Great value in conjunction with other 
signs, but by itself of no significance as a diagnosis of 
cardiac disease. 
As one who studies disease from a bacteriological point 
of view I have little hope that by vaccines or serums we 
shall do much. Sir Thomas Horder some years ago made 
a very important study of the disease which incidentally 
dealt with this method of treatment. This was his con- 
clusion, and nothing I have seen has led me to differ from 
this view. But in chemiotherapy we have greater possi- 
bilities, and in view of the known remedial effect of - 
intravenous injection of perchloride of mercury in puerperal 
conditions I have been led to try it in suspect cases of 
subacute bacterial endocarditis. In one undoubted case of 
subacute bacterial endocarditis under my care the injec- 


_ tions tend to produce a fall of temperature, but the general 


trend of the disease is downwards. He was an advanced 
case, however, at the beginning of treatment. The case 
previously cited improved considerably as a result of the 
injections, and is to me an indication of the lines of future 
treatment in these cases. 


DISCUSSION. 

The CuHarrMan remarked that Dr. A. G. Gibson had 
rightly emphasized the importance of petechial haemor- 
rhages in the diagnosis of the condition under discussion. 
In one respect, however, he did not quite agree with him, 
namely, in the differentiation from naevi. Naevi, in his 
own experience, would always fade with pressure, unless 
they actually project above the skin level; they had a 
brighter and bluer colour also. The petechiae of subacute 
bacterial endocarditis, though they might occur in large 
crops and might affect any portion of the skin, especially 
in the terminal stages of the malady, had to be sought 
for very carefully as a rule. They were particularly 
prevalent in the loose skin over the clavicles, ‘around 
the armpits, and in the conjunctivae. As Dr. Libman 
had pointed out, they were often characterized by a 
yellowish or white spot in the centre; that is to say, 
the haemorrhage was actually in the form of a ring. 
Clubbing of the fingers was another very important 
sign, as was pallor. It was a most important thing for 
prognostic purposes that patients who presented valvular 
lesions and had subacute bacterial endocarditis over and 
above this should be recognized; the more so, for as both — 
Sir Thomas Horder and Dr. Libman had rightly pointed 
out, it was the valvular-case presenting little sign of 
congestion, showing comparatively little enlargement of 
the heart, that was attacked by this complication. In any 
aortic cases pallor was a most important sign of the 
presence of this infection. Clubbing of the fingers was 
equally important, especially if slight but distinct. 
Neither sign was diagnostic, but the presence of either or 
both should at once arouse the suspicion that subacute 
bacterial endocarditis might be present. If in these 
circumstances petechial haemorrhages and an enlarged 
spleen were found, the diagnosis might be confidently 
made, whether the temperature were raised at the time 
or not, and without the aid of a bacterial examination 
of the blood. He agreed with Sir Thomas Horder that. 
arrhythmias were relatively uncommon in this condition. 


Dr. Warprop Grirrira (Leeds) remarked upon the 
practical difficulties of diagnosing acute bacterial endo- 
carditis; he laid especial stress on the frequent im- 
possibility of distinguishing ft from such kindred conditions 
as simple endocarditis with fever and ulcerative endo- 
carditis. The cases in which such confusion would 
naturally arise were numerous. . 


Dr. Joun Hay (Liverpool) observed that there were. 


certain points which might be emphasized from a-clinical 
point of view. 


This disease was not uncommon ; durin 
the war these cases were focussed, and it became evid 
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shat in the past they were not recognized. His impression 
was that they were even more common than Sir Thomas 
Horder’s remarks would suggest. Early recognition was 
essential if a correct outlook was to be indicated. In 
addition to the signs of early disease, as described by Sir 
Thomas Horder, he would emphasize a rapid action of the 
heart, in the absence of any degree of temperature which 
could be looked upon as explanatory. Clubbing of the 


‘fingers was a remarkable and almost constant sign, and 


should in itself be an adequate ground for suspicion. He 
believed these cases should be diagnosed in the absence 
of blood culture, or rather, the blood culture should be 
auxiliary and the diagnosis should not depend on the 
result of blood examination. ‘The tendency of clinicians 
was to rely too much on the bacteriologist and the bio- 
chemist. The outlook from the moment a positive 
diagnosis was made was depressing, although there was 
a certain fascination in watching the evolution of the 
disease. The only hope lay in prophylaxis. Patients 
suffering from rheumatic valvular disease must be kept 
under constant supervision. Their medical attendant must 
carefully watch over them, looking for any deviation from 
the normal, and any possible focus of infection in the 
mouth, in the sinuses, or in the abdomen. 


Dr. G. D. Larne (Limpsfield) wished to make a few 
remarks and ask a few questions from a general prac- 
titioner’s point of view. It seemed to him to be difficult 
to distinguish subacute bacterial endocarditis from an 
ordinary case of rheumatic endocarditis of a subacute 
character which might run a course of a few weeks and 
then get perfectly well. It was very important to be able 
to diagnose a case like this, for the prognosis was entirely 
different, and it would be a very serious thing for a practi- 
tioner if he told his patient and friends that the patient was 
going to die and in a few weeks he got quite well. The 
clinical symptoms were indefinite, and the varying murmur, 
anaemia, clubbed fingers, etc., might all occur in other 
illness ; even blood examinations did not necessarily settle 
the diagnosis. It appeared to him that the only definite 
point was that the patients did not get better, and 
apparently death alone clinched the diagnosis, which was 
not very satisfactory. He thought this disease must be 
rarer than might be inferred from the remarks of the other 
speakers. The general practitioner should therefore be 
careful not to mistake the much commoner cases of 
rheumatic endocarditis, or even of incipient tuberculosis 
with a heart murmur, for subacute bacterial endocarditis. 


Dr. R. J. M. Bucnanan (Liverpool) inquired if there were 
any lesions of the lungs in conjunction with the clubbing 
of the fingers. He drew attention to the marked anaemia 
associated with rheumatic fever, but which was amenable 
to treatment, and of a transient character, while the 
‘anaemia of bacterial endocarditis was less amenable to 
treatment, and persistent. He had known this disease 
prove fatal when there had been a normal temperature for 
many months. He called attention to the advisability of 
taking particular note of the early morning temperature as 
an index of the constitutional disturbance. In his opinion 
a@ morning temperature on the “normal” line should be 
considered as recording slight pyrexia. This was his 
experience in tuberculosis. Hence the “apyrexial” periods 
in bacterial endocarditis might really be periods of mild 

yrexia. He drew attention to the disturbance of the 
interlunar curve in cases of prolonged infection, as 
illustrated in tuberculosis, and to the minute embolic 
spots under the nails, sometimes forming a corona near 
the distal edge. As a distinguishing clinical feature 
between bacterial and rheumatic endocarditis, he pointed 
out the marked variations from time to time in the 
physical signs in the heart in the former, with instances 
of sudden and rapid progression. He emphasized the pro- 
bable future for antitoxin produced in a next of kin for 
therapeutic purposes, which he thought was a promising 
end hopeful measure. 


Dr. E. P. Poutton (London) drew attention to the state- 
ment that blood culture was often negative in bacterial 
endocarditis. Was this due to the fact that not enough 
cultures were made in individual cases? It would 

ible to test this by plotting a curve in a series of, say, 
cases to show the number of cases (ordinates) that gave 


a positive blood‘ culture at the first, second, third, fourth, 
etc., attempt at cultivation (abscissae). If the number of 
cases gradually fell off as the number of cultivationg in. 
creased, it would mean that the bacteria were always 
present, but sometimes in too small amounts to be readily 
detected. If, on the other hand, the curve fell to begin 
with, but later rose again, it would mean that disease 
could exist without bacteria escaping into the blood stream 
—that is, that the septicaemia was not an essential paré 
of the disease. The cases investigated would have to be 
either stationary or becoming gradually worse. 


A contribution to the discussion was received from Dr, 
Joun M. Cowan and Dr. J. A. G. Burton (Glasgow), in 
which they pointed out how frequently subacute bacterial 
endocarditis caused the death of patients with chronic 
valvular disease. Cardiac failure was, of course, the 
usual termination in acute bacterial endocarditis, of 
streptococcic or pneumococcic origin. In these cases the 
valvular lesions were extensive and progressive, the vegeta- 
tions massive, the ulceration deep. It was those cases 
in which the endocarditis was slight—a few small granula- 
—_ dotted over thick fibrous valves—that they wished to 

iscuss. 


Thus a boy, aged 17, came under observation at the end of 
1914. He had had an attack of acute rheumatism in 1911, 
accompanied by a mitral endocarditis and in all probability 
pericarditis. A recurrence of rheumatism brought him into 
hospital. There was at this time a mild degree of cardiac in- 
sufficiency, but it soon passed off and he left hospital. He at 
once found a suitable job, and continued to work until the end 
of the war. In January, 1919, his war work came to an end, 
and he had to take work which was more arduous than that 
which he had been performing. Cardiac symptoms soon 
ensued, and he entered hospital in May, 1919, notably short of 
breath and cyanosed.- He had some bronchitis, and, on its 
subsidence, improved. His auricles, however, were now ~ 
fibrillating (the rhythm in 1914 was normal), and he required 
regular doses of digitalis to ensure his comfort. In December, 
however, he was able to walk four miles daily for recreation. 
In January, 1920, he caught cold and all his symptoms returned. 
When he re-entered hospital he was very breathless but 
cyanosis was minimal, and there was no oedema. There was 
some fiuid in the right chest, and friction over the left, and 
widespread bronchitis. As the pulmonary condition improved 
the orthopnoea disappeared and he was able to walk about the 
ward. But the improvement was evanescent, and in April it 
—e evident that his heart was failing. He died in the middle 
of May. 

There was no obvious cause for the fatal termination. The 
occurrence of symptoms in 1914 had been associated with 
rheumatism, in the spring of 1919 with excessive physical 
exertion, in the beginning of 1920 with bronchitis. But none of 
these were active during March, April, May, 1920, though the 
failure was progressive. The pericardium was adherent as the 
result of his first illness, the mitral valve was incompetent, the 
auricles were fibrillating. But none of these factors had altered 
during the last year of his life, and in December, 1919, he was 
walking four miles a day for pleasure. The heart, however, 
was steadily enlarging. The apex impulse in 1915 was 10% cm. 
from mid-sternum; in May, 1919, 13.5 cm.; in February, 1920, 
15.5 cm., and before death 16.5cm. Blood cultures were sterile, 
and the leucocyte count normal. There was little fever. 
During his residence in 1919 the temperature never exceeded 
100° F., and in 1920 only once reached 100.4. His age and the 
condition of his vessels negatived gross dystrophic fibrosis, and 
the only probable cause of the progressive myocardial failure - 
seemed to be myocarditis, the sequel of a subacute endocarditis. 

Post-mortem examination showed an adherent pericardium 
with considerable mediastinitis, and a chronic mitral lesion of 
notable degree. Both of these lesions were, however, of old 
standing, and the only acute process visible took the form of a 
few minute granulations on aortic, mitral, and tricuspid valves, 
too small to have occasioned any notable valvular defect. 
Microscopic examination, however, showed gross changes in 
the muscle. The bulk were subacute, a periarterial fibrosis 
with collections of fibroblasts and lymphocytes at the margin 
of the patches. But some were acute, the muscle being infil- 
trated diffusely by polymorph leucocytes and lymphocytes. In 
places, notably in the upper third of the interventricular septum, 
the arterioles were blocked by small thrombi, a condition which 
was also — in the right auricle and ventricle. Thesmaller 
vessels showed hyaline changes. The muscle cells showed 
granular degeneration. To sum up, a subacute and an acute 
myocardial inflammation existed, which explained the pro- 
gressive character of the cardiac failure. 


In this case the diagnosis was made by exclusion, but 
in other cases a positive diagnosis could be made. The 
appearance and persistence of an altered rhythm of the 
heart, extra-systoles, nodal rhythm, heart-block were 
almost invariably due to the involvement of the primitive 
tissues in a pathological lesion. Such a lesion was most 
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disease of the aeons arteries and 
i is. The next most frequent cause was 
= to an acute endocarditis. Syphilis 
oa general diseases were less common causes. : 
The rhythm of the heart was not invariably altered in 
myocarditis. A change of rhythm was, in fact, accidental, 
f ; inflammatory lesions might be gross and widespread 
“ ssues being involved. This was 


imitive ti 
a girl, aged 16, who died from a 


streptococcic infection. 


+11 for some months with general symptoms, 

admitted. Double aortic murmurs 
= esent, the temperature was febrile, and blood cultures 
were positive Post-mortem examination showed an acute aortic 
endocarditis engrafted upon one of old standing. The left 
osterior cusp was perforated, and the inflammation had spread 
: wards on to the aorta and downwards on to the anterior 
niteal cusp. A small abscess was present in the ventricular 
wall, and a widespread myocarditis was evident upon micro- 
scopic examination, streptococci being visible in every section. 


usually the result of 


The tracings taken during life had, however, been normal. 


But if the primitive tissues were hit the rhythm 
altered. 

A man, aged 24, died in hospital from an acute ulcerative 
mitral endocarditis. On his admission the pulse was coupled 
from regularly recurring ventricular extra-systoles. Next day it 
was regular and continued so until the day of his death, twelve 
days later, when it was again coupled for a short period. 
Tracings taken during the regular periods showed a very short 
a-c interval, 0.05sec., @ nodal rhythm. Microscopic examina- 
tion of the heart showed a widespread myocarditis, which was 
maximal in the region of the a-v node. 


In those cases where the bundle happened to bear the 
brunt of the inflammation, heart-block of greater or less 
degree obtained.. This was the case in a patient, aged 26, 
who died from an acute, or rather a subacute, endocarditis 
of some six months’ duration. The pulse was regular, but 
tracings showed an a-c interval of about 0.25 sec. The 
node was congested but otherwise normal. The bundle 
was involved in three places by inflammatory foci. 

They had seen full heart-block in several cases of this 
kind, but had not been able to examine the parts post 
mortem. In more than one case, too, they had seen a 
partial heart-block succeed a period of extra-systoles. The 
lesions at first irritated, and then abolished the function. 
They did not, of course, maintain that every patient who 
showed extra-systoles, nodal rhythm, or block, and febrile 


disturbance was necessarily suffering from myocarditis,- 


for these might be due to other causes—nervous, etc. 
They had, too, found myocarditis in cases (diphtheria, etc.) 
without endocarditis. But they considered that the 
occurrence of disturbances of rhythm in patients who 
showed signs suggestive of an acute endocarditis was an 
additional and strong point in favour of such a diagnosis. 


Reply to Discussion. 


Sir Tomas Horper, in reply, said: Time only admits 
of a few disjointed comments upon the points raised 
by previous speakers. The wording of the subject for 
discussion carefully avoided matters of bacteriology and 
of morbid anatomy, and into these I do not therefore 
propose to go. However definite and well recognized a 
clinical picture the disease may be, it is clear that it is 
not specific in so far as the associated infecting agent is 
concerned, because, as I was able to show some years ago, 
the bacterial finding might be a streptococcus or it might 
be Pfeiffer’s bacillus, and one could not predict from any 
known clinical differentia which would be found on blood 
culture. But that the clinical picture does repeat itself 
again and again, with such constancy as to merit separate 
consideration and a separate name, seems certain. Dr. 
Wardrop Griffith asks for criteria as between acute 
cases of infective endocarditis and these subacute cases. 
The first case he himself quotes was clearly an acute 
case of pneumococcus endocarditis, and he admits that 
he considered it to be such; the second case was even 
more acute. Dr. Starling’s cases illustrate the extra- 
ordinary degree of retention of heart efficiency in the 
presence of definite infection. I have known a doctor to 
continue his practice, including a good deal of strenuous 
confinement work, some months after the isolation of 
bacteria from his blood and the appearance of multiple 
emboli. A battalion commander who came home in 1916 


had twice es down to the base hospital to recover from 
supposed pleurisy, which was in reality perisplenitis com- 
plicating infarction, and each time returned to the front 
line and did excellent work with his troops. 

_ Dr. Starling confirms the President’s valuable observa-. 
tion upon the significance of clubbed figures, in cases of old- 
standing valvular disease, as indicating infection. I am 
sure of this from my own experience, but I would venture 
to say thatI am led to attach greater importance to the 
sign in this connexion if the valvular affection has not 
been acquired early in life. The President's confirmation 
of the opinion that signs of heart inadequacy are strikingly 
slight, and not infrequently absent, in the disease we are 
discussing, is of great importance, bearing as it does the 
weight of his authority. I do not agree with Dr. Poynton 
that these cases cannot be marked off from cases of rheu- 
matic endocarditis, although I admit that this question 
involves bacteriological matters for its full consideration. — 
I will only say that I cannot allow that the thrombotic 
lesions set up in rabbits’ hearts by the intravenous injec- 
tion of cocci in large quantities are identical or even 
similar to the lesions found either in rheumatic or in 
subacute bacterial endocarditis. I have produced such 
lesions by using salivary and faecal streptococci from the 
healthy mouth and intestine. 

Dr. John Hay must, I think, mistake my meaning when 
he says that the fourth group of cases mentioned by me 
(that is, those in which the disease is first récognized by 
the discovery of a positive blood culture) should not exist. 
With my conceptions of the disease I think the existence 
of them to be very natural. They do but signify how 
insidious the disease process is. I will mention two 
instances only, one of a patient whose temperature seemed 
along time settling to normal after “influenza,” and the 
other of a patient about to be subjected to a major surgical 
procedure, and who, again, was found to be febrile. In 
neither of these cases was the notion of endocardial 
infection in the practitioner’s mind at the time the blood 
culture was undertaken. 

If it is shown that the interlunar curve in the 
temperature, which Dr. Buchanan tells us is lost in 
phthisis, is retained in infective endocarditis, this will be a 
valuable differential point, seeing that some of the cases 
of the latter disease go to lung sanatoriums as cases of 
“phthisis without physical signs.” Dr. -Buchanan, and 
others also, spoke of the nodes present in acute and sub- 
acute rheumatism as confusing with the nodes occurring 
in subacute bacterial endocarditis. But are not the . 
differences, both clinical and pathogenetic, rather definite 
as between these two lesions? The former are inflam- 
matory, the latter embolic ; and in appearance and other 
features there is very little resemblance. I entirely 
endorse all that has been said as to the importance of 
preventive measures, and that the chief of these is the 
prevention of rheumatism. But to prevent rheumatism 
would not do more than prevent the occurrence of some 
60 or 70 per cent. of these cases, and we are probably a 
long way from preventing rheumatism, since as yet we" 
lack accurate knowledge as to its causative factors. In 
the meantime we can adopt measures of another kind, 
such as Dr. Libman generously referred to as having been 
outlined by me ten years ago, and of which I spoke in my 
introductory remarks. 


THE King Edward VII Welsh National Memorial Associa- 
tion has now under its charge fourteen hospitals and sana- 
toriums in different parts of Wales, with a total of 1,250 
available beds. The latest addition is the North Wales 
Sanatorium, situated at Llangwyfan, in the Vale of Clwyd, 
near Denbigh; the buildings were opened by the King on 
his recent Welsh tour, and a short account of them was . 
given in the JOURNAL of July 24th. The Architect’s Journal 
has now published—in its issue of August 11th—a descrip- 
tion of the site and buildings, illustrated by several ex- 
cellent photographs. The architect is Mr. Taliesin Rees, 
whose design was chosen from among thirty-one sets sent 
in for competition six years ago. The sanatorium lies on 
a slope of the Moel Fammau Range, facing south and over- 
looking the Vale of Clwyd from a height of 500 ft. above sea 
level. It is sheltered from the easterly and northerly 
winds, but open to the west and north-westerly breezes. 

. THE eleventh meeting of the Italian Society for ‘the 
Advancement of Science will take place at Trieste on’' 
October 3rd to 9th. 
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DisEasE and pain are synonymous. Morbid states and 
disturbances of functions of a grave kind may exist 
without pain, but to the patient nothing is so imperative 
and convincing as pain, and nothing so readily induces him 
to seek medical advice. To determine the cause of pain 
is, therefore, one of the first and commonest tasks of every 
doctor. It is also one of the most difficult. Even where 
pain is most definitely localized and referred to a par- 
ticular part of the surface of the body or limbs it is not 
always easy to determine where and why the painful 
stimulus arises. In the case of the viscera it is still more 
difficult. In spite of all that we have learnt from the 
physiologists as to the innervation of the internal organs 
and the manner in which painful impressions arising 
within them are referred to definite skin areas supplied by 
corresponding somatic nerves, it must be admitted we 
are far from being able to assign to a definite organ many 
of the various internal pains for which patients seek ex- 
planation and relief. We have for the present to fall back 
on clinical experience and circumstantial evidence. This 
is particularly the case with the pains which are referred 
more or less vaguely to the abdomen. We know that ina 
state of health we are quite unconscious of our abdominal 
organs, and we must assume that every time we become 
uncomfortably or painfully aware of an internal disturbance 
there must be some trivial or serious, momentary or pro- 
longed, derangement of normal function in some particular 
part of the visceral system. When this disturbance takes 
the form of pain it is generally more or less definitely 
localized to some region of the abdomen—sometimes small 
and precise enough to be indicated by the finger, at others 
only to be vaguely indicated as in the uppér or lower 
abdomen, in the centre or on the right or left side. 

When the pain is of sudden onset and of considerable 
intensity it is generally called “ acute,” and is then some- 
times contrasted with “chronic” pains. This classifica- 
tion is ambiguous and misleading, because it confuses 
intensity with duration. Very intense pain is usually of 
limited duration, but the word chronic should be used 
without reference to intensity, and applied to all cases in 
which the pain complained of occurs frequently or con- 
* stantly, over a period measured by weeks or months. It is 
in this sense that the term chronic abdominal pain will be 
used here, 


Types oF Patn DvuE To THE SEVERAL ORGANS. 

Clinical observation and experience have given us reasons 
for assigning various abdominal pains to particular organs ; 
reasons derived partly from the patient’s description of the 
character and location of the pain, partly from concurrent 
disturbances of function. When the various symptoms 
elicited from the patient point to a particular organ, and 
when they are corroborated by the results of physical 
examination there is no difficulty as a rule in reaching a 
definite diagnosis. Definite facts, indeed, ascertainable by 
physical examination, are so much more conclusive than 
subjective symptoms described by the patient that many 
physicians and surgeons are apt to underrate the impor- 
tance of the evidence to be derived from intelligent inter- 
rogation, and to evade the difficulties of diagnosis by 
handing the patient over to the radiographer, the patho- 
logist, or some other expert practitioner of a particular 
method of examination. In this attitude they have the 
hearty support of most patients, who are even more eager 
for short cuts to knowledge than their doctors. 

Every new method of physical examination which 
science has placed, or may in future place, in our hands 
should be turned to its utmost use, and no patient should 
be denied its advantages when procurable; but this does 
not excuse any neglect of the invaluable information which 
can be obtained from a precise and accurate clinical history 
and careful physical examination by ordinary means. It 
is particularly important to obtain an accurate account of 
the time and circumstances in which the pain complained 


* Read at a meeting of the Birmingham Branch of the British 
Medical Association, February 19th, 1920. 


of was first noticed, the duration and severity of the pain; 
whether constant or intermittent; how affected by exer. 
tion, posture, or other circumstances; its relation to food; 
if accompanied by disturbances of function; whether 
becoming increasingly severe or less severe with lapse of 
time; in fact, every circumstance which can be elicited 
likely to throw light on the origin and progress of the 
complaint. Great skill and experience are required iy 
obtaining accurate data of this. kind, especially with un. 
educated and unintelligent patients. Care must be taken 
to avoid leading questions and to make the patient under. 
stand clearly whether he is describing his present sym. 
ptoms or those with which a particular attack becan, 
Only those who have patiently practised the art of 
clinical interrogation, and have also been familiar with the 
efforts of inexperienced clinical clerks and house-surgeons, 
realize how misleading a patient’s history may be made, 
and what patience and skill are required to elicit an exact 
account. Most of us, too, have met with cases in which 


absurd blunders have been committed by pathologists, 


radiographers, and other skilled investigators, when they 
neglected clinical data or accepted them at second-hand 
from an unreliable source. 
Excluding for present purposes pains due to direct irrita- 
tion of somatic nerves or nerve roots, and referred to some 
part of the abdomen, such as those caused, for instance, by 
spinal abscesses and growths or by abdominal aneurysms; 
excluding also pains associated with some obvious cause, 
such as a hernia or tumour of the abdominal wall, and 
confining consideration to those arising in some morbid 
state of the abdominal viscera, it may be said that the 
seat of the pain as described by the patient corresponds 
more or less closely to the anatomical position of the 
organs affected. Thus, pains referred to the epigastrium 
and left hypochondrium are suggestive of gastric origin, 
those in the right hypogastrium of the gall bladder, in 
the loins the kidney, in the lower abdomen the bladder or 
large intestine : or, in the female, of the pelvic organs, and 
so on. 
when a simple examination of the abdomen or of the 
rectum or vagina discloses some obvious fact, such as a 
localized mass or tumour corresponding to the seat of the 
pain, further investigation is usually comparatively simple 
and conclusive. 
But these cases are the minority. More commonly the 
patient’s localization of the pain is vague and the abdomen 
presents no abnormality which can be detected by ordinary 
clinical examination. It is in these cases that a searching 
interrogation of the patient is of such great importance, for 
by this means alone are we likely to find a clue to guide us 
in our further investigation. We want to know what the 
pain is like, and we must get the patient if possible to 
describe it in his own words. Is the pain constantly 
present or only at certain times, and if so when? Is the 
pain made worse or better by exertion or movement? Is 
it affected by food or the absence of food? Are some 
kinds of food more prone to excite the pain than others? 
The severity of the pain is very important. Is it dull and 
aching or throbbing, or is it unbearable or even agonizing? 
As ability to bear pain varies so enormously in individuals 
we must seek for some objective test such as the extent 
to which the pain complained of interferes with the 
patient’s ordinary life and habits. Does it prevent sleep ? 
does its onset waken him if already asleep? Is it variable 
in severity, and, if subject to exacerbations, what is the 
duration of these periods, and is there any regular 
periodicity? With unintelligent patients it is often diffi- 
cult to get satisfactory answers to such questions; they 
have no idea of logical sequence, or fail to grasp the exact 
question unless put in the simplest language. One must 
remember also that the cross-examination of a patient by 


the doctor must not be conducted as if he were a prisoner 


at the Old Bailey or a hostile witness from whom counsel 
is endeavouring to obtain damaging admissions. The 
doctor’s object is to obtain a true account of the symptoms 
uncoloured either by preconceived notions of the examiner 
or by the tendency of some patients to minimize, of others 
to exaggerate, the significance of their statements. For 
this purpose correct information may sometimes be 
obtained by indirect means. Many patients who refuse 
to admit that what they eat makes any difference to 
their pain when asked if they habitually eat meat 
will admit that they have not done so for months, In 
estimating the value of statements made as to the severity 


When the localization of the pain is definite, and — 
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i note must be taken of the patient’s 
ihe of the visible traces which really 
pid wa pain of long duration or very frequent occurrence 
infallibly stamps on the features and whole aspect of the 
oF DiaGnosis. 

It is a misfortune that almost all systematic textbooks 
of medicine are deductive in their methods and arrange- 
ment. Diseases of systems or organs are described in an 
orderly manner, beginning with etiology and causation and 
ending with their morbid anatomy. All the necessary 
facts are given, but not in the form in which the clinical 
observer requires them, for all his methods are inductive— 
the finding out and piecing together of facts, the value and 
sionificance of which have to be estimated in the light of 
clinical experience. Moreover, the whole symptomatology 
of abdominal visceral diseases requires to be rewritten and 
prought up to date in the light of modern surgical and radio-. 
Jogical experience, which has completely revolutionized 
our knowledge. Sir Berkeley Moynihan,' in a valuable 
contribution which should be attentively read by every 
physician and surgeon, makes this abundantly clear as 
regards the diagnosis of chronic gastric ulcer. He shows 
‘conclusively how little reliance can be placed on the 
generally accepted rules which we find in the textbooks 
for the recognition of this disease. His statement that 
“ gastric ulcer is a disease of comparative rarity; its dia- 
gnosis from the clinical evidence alone is difficult; its 
mimicry by other diseases extremely frequent,” will be 
borne out by the experience of every progressive surgeon 
and physician. In my own considerable experience it is 
not too much to say that more than half the cases operated 
on for symptoms pointing to gastric disease prove to have 
the seat of disease in some other abdominal organ, and 
that in some the exact cause of the symptoms cannot be 
determined with certainty even by a complete exploration 
of the abdomen. 

Time does not permit me to discuss at length the 
clinical significance of all abdominal pains and the assign- 
ment of them to the organs in which they originate, nor to 
illustrate the subject by actual cases, but a few generaliza- 
tions, gathered from the study of the clinical histories and 
operative findings of cases dealt with in my own practice 
during the last fifteen years, may be useful to others. 
Firstly, I have found that in cases in which gastric or 
duodenal ulcer is verified by operation, the clinical history 
and symptoms have almost always enabled a correct 
diagnosis to be made beforehand. On the other hand, 
many cases with symptoms apparently pointing clearly 
to ulcer, such as a definite time relation between pain and 
food, and even haematemesis actually observed, were 
found at the operation to have no demonstrable ulcer 
either in the stomach or duodenum. In other words 
where the ulcer existed it was nearly always diagnosed, 


but many were diagnosed without being found. Another . 


observation which has impressed me strongly is that in 
every case in which I have operated in which there was a 
definitely observed chronic melaena, I have found a duodenal 
or pyloric ulcer. I do not include in this observation cases 
of profuse haematemesis where blood has also passed 
downwards, for I have known such cases to show no de- 
monstrable lesion of stomach or duodenum in spite of the 
copious bleeding. 

Another impression gathered is that the clinical history 
of cases diagnosed or suspected of ulcer but disproved by 
operation, though sometimes resembling very closely the 
history of a true ulcer, when scrutinized fails in one or 
more important features. The symptoms are apt to be 
more vague; the time relation between pain and food is 
less precise than usual. Haematemesis is almost always 
absent—a point of some significance even if we admit, as 
we must, that it is absent also in at least half the cases of 
true ulcer. 

Some useful inferences may be made from _ the patient’s 
localization of chronic abdominal pain. In the upper 
abdomen pain is seldom purely central. In most cases it 
is felt also under the right or left ribs. Of all organic 
causes of chronic pain referred to the left upper abdomen 
or the left hypochondrium and verified by operation, gastric 
ulcer has been in my experience by far the commonest. 
Only twice have I found the cause of such a pain in an 
inflamed and adherent spleen. I have known of a case of 
chronic left hypochondriac pain actually treated by an 


exploration of the left kidney from behind, and subsequently 
found to be due to chronic gastric ulcer. 

On the right side of the abdomen, on the other hand, 
the possible causes are more numerous. The pylorus and 
duodenum, the gall bladder, the caecum and appendix, as 
well as the kidney and ureter, may all refer their troubles to 
the right hypochondriac and right iliac regions. For this 
reason right-sided chronic abdominal pains are vastly 
more commion than left, and the task of localizing the 
cause correctly is much more difficult. 

Something may be learnt from a close study of the 
character of visceral pains. Inall muscular hollow viscera 
there is a clear distinction between the pain caused by 
the irritation of exposed nerves in an ulcer or by inflam- 
mation of the peritoneum, and the more or less violeut 
cramp-like pains due to over-action of the muscular wall 
in the presence of some obstruction of the gut. In their 
more severe form these pains are generally described as 
colics, and a consideration of their distribution and 
character is often a valuable guide to the seat of mischief. 
An acute attack of biliary or renal colic can almost always 
be recognized, but minor degrees of visceral cramp are less 
easily distinguished from each other. In the intestine and 
in the stomach colicky pains cannot be recognized with 
certainty unless accompanied by recognizable peristalsis. 

If a searching clinical investigation and a complete 
physical examination fail to reveal the cause of a chronic 
pain, then any other method of investigation likely to 
throw light should be adopted. This means that every 
case of pain possibly referable to the kidney, ureter, or 
bladder should be examined cystoscopically and by the 
xrays. Every doubtful case of gastric ulcer should have 
the benefit of microscopic chemical and radiographic ex- 
amination ; and the same rule applies to obscure intestinal 
cases. Of all these methods radiography in gastric aud 
intestinal cases is by far the most valuable. Special 
experience and skill, as well as command of the best 
apparatus, are, however, indispensable for abdominal work. 
Methods and skill sufficient for foreign bodies and fractured 
bones are quite inadequate for this purpose. 

By radiography the position and shape of most parts of 
the alimentary tract can be revealed with great precision. 
The movements of the stomach, the rate and manner in 
which it empties its contents, the existence in it of ulcers 
and growths, if not too small, can be clearly demonstrated. 
Ulcers and strictures of the large intestine are equally 
demonstrable. Organic abnormalities of the small intes- 
tines are much less often and less clearly definable. Gall 
stones are with difficulty demonstrated, and only in a 
minority of cases. Their absence cannot be asserted. The 
rays offer us little help in diseases of the pancreas and 
spleen. Stones in the kidney can be confidently asserted 
to be present or absent, but other surgical abnormalities of 
the kidney are not demonstrable by radiography without 
the addition of opaque injections into the renal chamber 
and ducts, a procedure not without a risk equalling or 
exceeding direct surgical exploration. Radiography can- 
not even demonstrate with certainty ulcers of the stomach 
or duodenum in their earlier and smaller stages. In fact, 
the evidence of radiography is most convincing in those 
cases in which clinical history and ordinary examination 
make diagnosis most certain, and least helpful just in those 
more obscure cases of visceral pain in which we should 
most welcome its aid. 

It is the experience of every general surgeon frequently 
to be consulted for the relief of chronic abdominal pain 
by patients in whom neither ordinary physical examina- 
tion nor radiography can find any definite cause. The 
symptoms complained of may suggest gastric ulcer, or 
gall stones, stricture or other partial obstruction of some 
part of the bowel, or an affection of one kidney or ureter. 
Leaving on one side all localized affections of the urinary 
tract, and also most organic diseases of the female pelvic 
organs—for these can usually be detected by direct methods 
of examination, including cystoscopic and allied methods— 
the diagnosis usually resolves itself into a weighing of the 
evidence of history and symptoms between gastric ulcer, 
gall stones, and an affection of some part of the intestines. 
Failing any signs of the two former, the guilt is often 
attributed to the appendix; innumerable cases in which 
chronic pain is more or less definitely located in the right 
side of the abdomen have been summarily treated b 
removal of gn appendix. In a large proportion of “ae 
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cases—perhaps the majority—the appendix shows no 
visible abnormality. It is not surprising if the patient 
afterwards shows no visible improvement, 


APPENDICITIS, 

It is not, in fact, safe to diagnose chronic disease in the 
appendix unless the history includes at some time or other 
the clinical syndrome of an acute attack of inflammation 
of the appendix, followed by similar attacks more or less 
severe. This syndrome has very marked and constant 
features. The onset of the first attack is always sudden, 
and pain is always the first symptom of the illness. The 
pain is sometimes severe but never agonizing or unbear- 
able like renal or biliary colic, or perforation of a gastric 
ulcer. Also in contrast to these it is usually some hours 
before it reaches its maximum intensity. Vomiting usually 
occurs in the first few hours of the attack and then ceases, 
unlike the vomiting of biliary or renal colic, which is often 
repeated at frequent intervals for twenty-four hours or 
more. In the later stages, after the third day, vomiting 
may become incessant from generalized peritonitis, but it 
is very seldom a marked feature during the first two days 
when the acute inflammation is confined to the appendix 
and its immediate neighbourhood. Again, a definite 
attack of acute appendicitis, however mild, practically 
always causes a sufficient amount of pain, malaise, and 
rise of temperature to keep the patient in bed for at least 
twenty-four hours. A clinical history in which careful 
interrogation brings out no history of an attack such as 
this should be regarded as excluding inflammatory disease 
of the appendix. Nor should an appendix which after 
removal shows no signs of having ever been acutely 
inflamed be regarded as a satisfactory explanation of 
chronic abdominal pain; for if it be admitted that an 
appendix may have recovered so completely from an acute 
infection as to show no traces of its effects, which is 
possible, then it cannot be reasonably regarded as a 
continuing source of pain. 

As a matter of experience, in few cases in which there is 
a well-marked clinical history of acute appendicitis will 
the appendix fail to show traces of former inflammation, 
such as peritoneal adhesions, opacity, thickening of some 
part of the wall, stricture, or other well-marked effects of 
a truly inflammatory process, even when removed months 
or years after the first illness. There is, on the other 
hand, no evidence whatever that inflammation of the 
appendix may be chronic and insidious in its origin, 
unattended by acute clinical symptoms. Nor is there any 
better ground for attributing single or recurrent attacks of 
severe abdominal pain to the presence of faecal concre- 
tions or foreign bodies in the appendix, and giving them 
the name of appendicular colic. Faecal concretions may 
often be found in appendices examined deliberately or 
casually in the course of any abdominal operation, and are 
hardly to be regarded as even abnormal. Actual perfora- 
tion of the appendix by a foreign body swallowed in the 
food, or by living worms, is, of course, a different matter, 
but there is no evidence that appendicular colic or any 
symptoms whatever are caused uniess perforation or 
infection occurs. 

The surgeon who removes an appendix for the relief of 
chronic pain or other abdominal symptoms, when there 
has been no definite indication of appendicitis in the past, 
commits a blunder, not in operating, but in operating 
wrongly. Chronic pain is itself a disease, perhaps suffi- 
cient to disable or to render life miserable. It must be 
assumed to have a definite and discoverable cause, and if 
that cause cannot be ascertained by the fullest investiga- 
tion by every other possible means, it is not only justifi- 
able but obligatory to make a surgical exploration. It 
was once objected to a surgeon that he habitually resorted 
to exploration on evidence on which he would not hang a 
dog. The objector forgot that the surgeon’s object was 
not to hang anybody but to discover and relieve a trouble- 
some condition, and that the direct seeing and handling 
of the internal organs may be the only final and conclu- 
sive means of discovery and cure in the present state of 
knowledge. In acute abdominal diseases the surgeon 
must act on reasonably grounded suspicion and not wait 
for post-mortem verification of hisfears. In chronic cases 
he should equally not hesitate to cut Gordian knots by 
direct action. But an exploration should be as complete 
and thorough as possible. Through a small incision over 


the appendix it is not possible to make more than a very 
limited examination. For this reason in every case of 
chronic abdominal pain, wherever located, if there are no 
definite objective signs, the incision should be made in a 
position which commands the whole abdomen. The hest 


for the purpose is an incision in or near the middle line ~ 


extending as much above and below the umbilicus as may 
be required. Through such an incision it is possible to 
inspect and palpate every organ of the abdomen, and to 
carry out almost any operation subsequently required. In 
cases of special difficulty an additional incision more 
directly over the seat of disease may be required, but 
there is no difficulty in performing operations on the gall 
bladder, stomach, intestines, and pelvic organs through a 
sufficient median incision. The advantage of the com- 
pletest possible exploration of all the abdominal organs in 
obscure cases is self-evident, since it not only minimizes 
the risk of overlooking the real cause of trouble, but 
-— us negative evidence which may be of the greatest 
value. 

The exclusion of gastric ulcer, for example, enables us at 
once to abandon the restricted diet which we are com- 
pelled to adopt so long as there is reason to suspect its 
presence. Every surgeon must be familiar with patients 
who have been treated for months or years for a gastric 
ulcer which operation has eventually shown to have had 
no existence. On the other hand, it is common to find 
that organic disease, which eventually comes into the 
hands of the surgeon in an advanced or inoperable condi- 
tion, has been previously labelled with such names as 
gastritis, gastralgia, mucous colitis, enteritis, colic, and 
so on, and treated “expectantly "—that is to say, by 
waiting for something to turn up. An carlier and more 
frequent resort to surgical exploration would obviate 
many errors of this kind. 


VISCEROPTOSIS: INTESTINAL STAsIs. 

Every surgeon who accepts the general principle of 
making a complete exploration in every case of obscure 
abdominal pain seriously affecting health and physical 
capacity, and who records the operative findings of a 
series of such cases, will find in a certain proportion of 
them some definite organic trouble which accounts for the 
pain and is relieved by appropriate treatment. In a large 
proportion of similar cases he may at first record his 
findings after a complete search as entirely negative, and 
he may be content to call the pain functional, neurotic, 
hysterical, or some other question-begging epithet. If, 
however, he reads the surgical literature of this and other 
countries he will note the increasingly frequent publica- 
tion during the last ten years of observations on abnormal 
looseness of the chief abdominal organs, and of certain 
abnormalities of the peritoneum connected with this con- 
dition which are now quite familiar under the name of 
general visceroptosis. 

The relation of this condition to obscure abdominal pain 
is of the greatest interest and importance, but much further 
observation is required before the obscurity surrounding it 
can be cleared up. The actually observed facts are quite 
simple, and easily verified by every surgeon whose ordinary 
practice includes a large number of abdominal sections, if 
he will only make a practice of looking for them. The 
position of the lower border of the stomach and the trans- 
verse colon, even when the patient is lying on the operating 
table, is unusually low; that of the former at or below the 
navel, that of the latter lower still, its centre sometimes 
almost in the pelvis. The whole colon may be much less 
closely attached to the back and sides of the abdomen 
than usual, so that the caecum may hang down into the 
pelvis, and the whole of the right side of the large intestine 
may be brought completely outside through a central 
abdominal incision, including the caecum, ascending 
colon, hepatic flexure, and transverse colon as far as 
the splenic flexure. The sigmoid flexure is also unusually 
long and loose, but the splenic flexure and descending 
colon remain deeply fixed, and cannot be mobilized with- 
out dividing their outer peritoneal reflections. No abnormal 
changes are noted in the muscular wall of the stomach or 
large bowel, but some or all of the following abnormalities 
are found in the peritoneum: About the outlet of the 
stomach certain more or less thick and opaque bands 
passing from the pylorus or duodenum to the gall bladder, 
liver, and the hepatic angle of the colon; a similar band 
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: r end of the ascending colon to the 
pe gh causing sharp bend of the 
pers n outwards. Occasionally this band is replaced by a 
thin membranous veil concealing the anterior aspect of 

“ um. A few inches from the termination of the 
radiating fan-shaped thickening of the mesentery 
po ‘townwas 3 towards the pelvic brim and fixes the 
all j testine in this position, sometimes causing a sharp 
= ] ti n. This condition is now tolerably familiar to all 
angulation: ame of Lane's kink. To Lane, indeed, is due 
the “redit if not of noting these peritoneal abnormalities 
4 the first time, at any rate of calling surgical attention 
to their frequency and possible significance. 
It ig curious that the whole subject of visceroptosis 
and its significance has been approached piecemeal from 
different sides by observers whose attention was directed 
at the time to particular organs. For a time much atten- 
tion was directed to excessive mobility of the kidneys, a 
condition both common and easily demonstrable by clinical 
examination. Closer investigation has proved, first, that 
deviations from the normal, or what had_ hitherto been 
regarded as the normal, mobility of er a were ex- 
ingly common in persons presenting no obvious in- 
on or ill Plo and, secondly, that abnormal 
mobility of the kidneys is frequently, if not always, asso- 
ciated with abnormal mobility of other abdominal viscera, 
particularly of the stomach and colon. The reality of 
this condition, conveniently described as “ visceroptosis,” 
is easily demonstrable during an abdominal section when 
the patient is horizontal. It is even more marked when 
patients are examined radioscopically in the erect posture, 
even after making full allowance for considerable varia- 
tions from the normal standard within the limits of 
h. 
“T. observations provide a clue to the curious fact 
that while some surgeons were treating a group of obscure 
abdominal symptoms by fixing the kidneys, other surgeons 
were treating cases not unlike them with equal success by 
excision or short-circuiting of the colon. No doubt the 
similarity of cases so differently treated may be denied, 
but it cannot be denied that the one indisputable and 
demonstrable anatomical condition common to both is 
visceroptosis and the accompanying peritoneal changes. 
Sir Arbuthnot Lane attributes chief importance to an 
obstruction or slowing of the intestinal stream caused by 
the variéus kinks and bands already described. He 
ascribes visceroptosis to the prolonged effect of gravity 
in the erect posture, and regards the various thickened 
bands of peritoneum as a physiological response at points 
of greatest strain. Lane’s ileal kinks, Jackson’s mem- 
brane, and other peritoneal thickenings are, however, 
found in a large proportion of babies and young children 
who show no evidence of having suffered from intestinal 
stasis. Their origin is probably always due to congenital 
abnormalities of development, but they may, of course, be 
capable of progressive intensification. Against the theory 
that visceroptosis is due to gravity and the erect posture is 
the observation, which will be confirmed by many surgeons 
who perform many abdominal sections, that typical cases 
of general visceroptosis are quite common, both in hard- 
working men with highly developed abdominal muscles 
and in young muscular women who have never had 
children. These are, in fact, the cases in which chronic 
abdominal pains simulating gastric ulcer most typically 
occur, 
My own experience is opposed to the view of Sir 
Arbuthnot Lane that the evil effects of visceroptosis are 
attributable mainly or entirely to chronic constipation or 
intestinal stasis. The evil effects of constipation are 
greatly exaggerated both by the public and by many 
doctors. Many people are so obsessed by the idea that the 
daily evacuation of the bowels is essential to health that 
they purge themselves daily, by some form of aperient 
drug. The result is that a considerable portion of their 
nutritive intake is lost, and they suffer from constant 
malnutrition. In the case of men who eat and drink 
heartily and lead sedentary lives, this may be of no 
account, but many women eat habitually legs than is 
sufficient for full health and vigour, and to these the daily 
subtraction of a purge is positively injurious. When 
visceroptosis is associated, as it very commonly is, with 
chronic abdominal pain, the intake of food is always 
insufficient and purgation increases the insufficiency. 


Many of these cases closely simulate chronic gastric 
disease and are carefully dieted, which generally means 
insufficiently fed. 

That too much importance has been attributed to the 
effects of angulation and peritoneal bands in delayiag the 
intestinal stream is suggested by the small amount of 
disturbance which may exist when the intestines are 
matted together, and often very sharply kinked in cases - 
of chronic tuberculous peritonitis or after recovery from 
severe peritoneal suppuration. Symptoms of intestinal 
stasis in a most aggravated form would be expected to 
occur in cases of this kind, but so far as I know are never 
seen. Actual obstruction, chronic or acute, from such 
conditions is, of course, common, but then there is no 
similarity whatever between the symptoms of actual 
mechanical obstruction and “intestinal stasis,” a name 
with hypothetical implications from which the older term 
of constipation is free, 


EXPLORATORY OPERATION. 

Although for these reasons it is difficult to regard the 
various bands and kinks of the colon, ileum, and jejunum . 
as seriously delaying the onward passage of the contents 
of the bowels, they may well be the sites of origin of the 
chronic pains for which no other cause can be found on 
abdominal exploration. Almost all such pains are referred 
to the epigastrium or the right iliac fossa, but, so far as I 
am aware, there are no definite data for assigning a pain 
in one place or another to a definitely situated peritoneal 
band. Such a pain might arise from a dragging or tension 
at one or other of the spots where the thickened peri- 
toneal bands are constantly found, or from a momentary 
or temporary constriction of the colon or ileum in a 
particular posture or phase of movement. Acting on 
this hypothesis, I have in every case of visceroptosis ex- 
plored by operation made a point of freely dividing every 
abnormal peritoneal fold or membrane in such a way as to 
give the utmost mobility of the part of the bowel con- 
cerned, for hardly any two cases are precisely alike. In 
some cases every sort of thickened band will be found 
from the duodenum and gall bladder to the beginning of 
the ileum. In others there may be a well-marked ileal 
kink and no other. Others have bands confined to some 
part of the colon. In addition to dividing the bands I 
have always removed the appendix, which in the great 
majority of cases presents no sign of ever having been 
inflamed, though it may be sharply kinked or fixed to 
the pelvic brim or caecum by transparent membranous 
adhesions differing entirely in appearance and character 
from those of inflammatory origin, and resembling the 
peritoneal bands of visceroptosis. 

In order to examine the caecum and colon thoroughly 
it is necessary to divide the whole of the peritoneal 
reflection to the outer abdominal wall on the right side 
until the caecum and ileum can be brought out of the 
wound, together with the hepatic flexure and transverse 
colon. Any fixed kinks and adventitious membranes can 
then be thoroughly removed. The left side of the colon 
is examined without bringing it outside, and as a rule no 
bands have been found in this part requiring removal. 

The result of this operation has been in many cases 
to relieve completely and permanently the pain and dis- 
ability previously suffered. In almost all there was 
improvement in health, but in a considerable number, ® 
after temporary improvement, complaint was again made 
of pain. The ultimate result, then, depends partly on the 
temperament of the patient and partly on the influence of 
the surgeon. Every effort should be made to induce him 
or her to eat heartily and lead an active and vigorous life. 
The patient should on no account be encouraged or allowed 
to wear abdominal belts. A surgeon who makes a routine 
practice of ordering a belt to every case in which he has 
performed abdominal section for fear of ventral hernia does 
not know how to close his incision properly. Vigorous 
use of the abdominal muscles is undoubtedly essential 
to good health and is incompatible with the wearing of 
a surgical belt. 

As soon as the patient can be induced to eat a 
normal diet he gains weight, constipation ceases, and the 
abdominal pains and discomforts become less insistent. 
If he begins again for any reason to take insufficient food, 
pain and constipation return, followed by loss of weight. . 
Tf he can then be persuaded to eat normally and. te 
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disregard the pain and discomfort he can be confidently 
assured of recovery. The ability to give this advice 
with confidence, with the certain knowledge that we can 
exclude gastric or duodenal ulcer, is one of the strongest 
arguments for exploring every doubtful case of chronic 
abdominal pain. 
: REFERENCE. 
1BRITISN MEDICAL JoURNAL, December, 1919. 
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R. ALLAN BENNETT, M.D.Lonp., M.R.C.P., 


TORBAY HOSPITAL, TORQUAY. 


In examining the alimentary canal by the help of opaque 
meals the observer is apt sometimes to overlook the fact 
that he is not dealing with organs under normal conditions, 
but with organs placed in circumstances entirely novel and 
unwonted and, indeed, reacting under the stimulus of a 
foreign body. 

Before we allow ourselves to draw conclusions from the 
pictures seen on the screen or in the plate, we are bound 
to consider what unusual effect tle presence of a large 
mass of barium su!phate may have upon the behaviour of 
the stomach or the duodenum, or, for that matter, upon 
any portion of the alimentary canal.. So, when the 
peristalsis of the stomach is noted on the screen, it 
becomes a nice point to ascribe the proper proportion of 
movement to the ordinary gastric activity and to make 
the necessary allowance for an organ faced with an 
unusual problem and doing its possibly exaggerated best 
to pass on an unwonted foreign body. 

Again, there may come a time in the progress of every 
bismuth meal when all, or nearly all, the salt may be 
collected in a narrow segment of the transverse colon. 
Weight for weight the metal is heavier than a collection of 
faecal matter of equal bulk, and it may be that the extra 
weight: is sufficient to cause a notable dropping of the 
bowel and so induce the observer to believe that there 
is a real ptosis of the colon, whereas, under natural 
conditions, the intestine is kept by its supports in the 
proper position. : 

As for the appendix, claims are made that 75 or more 
appendices out of 100 may be demonstrated by opaque 
meals of one kind or another; but putting aside for a 
moment the actual value of a picture of the appendix, the 
means sometimes adopted to separate the organ from its 
surrounding coils of intestine introduce an element of 
violence to which the parts are never exposed during the 
process of ordinary digestion. I refer to the massage of 
the caecal region by the hand, or by some instrument, for 
convenience sake transparent to the rays—a wooden spoon, 
for example. 

Considerable importance is attached by some observers 
to the medium in which the opague salt is given; one 
recommends gruel, another buttermilk, and a third will 
obtain his best results with some proprietary mixture such 
as that sold by Burroughs and Wellcome. Trials. made 
with 6 oz. of barium sulphate in 20 oz. of various fluids 
showed that all or nearly all the salt separated from the 
various fluids in a comparatively short time: from water 
in ten minutes, from milk in thirty°minutes, from thin 
gruel in two and a half hours; it may therefore be 
assumed that whatever the medium used in an opaque meal 
the nature of the suspension will have greatly altered long 
before any of it has reached, !et us say, the ileo-caecal region. 
It seems more reasonable to give the opaque salt under 
natural conditions—spread over the various foods that 
make up the patient’s usual breakfast; the result is not so 
unpleasant as it sounds, and though the salt is more 
diffused, and the shadow thrown by it less dense, the 
proceeding has no practical disadvantage, and at least 
avoids the unnatural act of swallowing a large quantity of 
foreign material in a mass. Lastly, there should be no 
preparation of the patient by purging, at least within 
twenty-four hours of tle examination; the only object of 
the investigation should be to watch the alimentary canal 
as nearly as possible under normal conditions, not when 
it has recently been a prey to more or less violent 
emotions. 


* Read at the South-Western Branch of the British Medical Associa- 
tion, March, 1920, 


Screen Examinations and Skiagrams. : 

No doubt a series of good skiagrams of a bismuth mea] 
is of some use as a record, but its value is insignificant in 
comparison with the report on a series of screen observa- 
tions; moreover, the interpretation of skiagrams will 
vary with the reader, and no one is really competent to 
give an opinion on the constantly changing picture pre- 
sented by a bismuth meal except the radiographer who 
watches it. Tle last word on this subject is found ina 
sentence of Sir Arbuthnot Lane: 

The utility of a complete report on the passage of a bismuth 
meal by a competent radiographer who is experienced in this 
work cannot be exaggerated . it is futile to expect the 
surgeon to obtain much useful information from a series of 
radiograms, however good, taken at intervals. By far the most 
valuable portion of the information afforded by the skilled 
radiographer is obtained by means of screen work... . 

And, indeed, some of the published radicgrams of diseased 
conditions in the ileo-caecal region are unconvincing. One 
sees a mass of ileum and caecum, and, indistinguishable 
save by the eye of faith, a narrow band is marked b 
a confident arrow and labelled “kinked and adherent 
appendix.” Such a picture can be of no use in diagnosis, 
and tends to discredit the whole science; it would be in- 
vidious to point to examples, but there is scarcely a work 
on radiography which is not disfigured by imaginative - 
efforts of this kind. r 

In the series of 50 consecutive opaque meals given for 
one purpose or another, but always having in: view the 
behaviour of the parts in the ileo-caecal region, the 
appendix was definitely recognized in a much smaller 
percentage of cases than might have been expected; no 
massage of the abdominal wall or other interference was 
permitted, and whether the patient was screened from the 
front, or the back, or the side, in-only 45 per cent. could 
one be sure that what one was looking at was really the 
appendix. Of the appendices seen (22) 20 were found 
diseased at the subsequent operation, 2 were apparently 
normal. Of the remaining 28 in the series—the 28 in. 
which the appendix was not identified on the screen—15 
were diseased, 13 were normal; of the 15 the lumen was 
obliterated in 3, and in 12 the organ was so bound down to 
the side *or back of the caecum that even with a patent 
lumen full of barium, it would have been impossible to 
differentiate its shadow from that of the surrounding coils 
of intestine. 


Visibl® appendices, 22— 


Invisible appendices, 28— 

Normal _... SES 


The numbers are no doubt small to draw any very definite 
conclusions from them, but if they prove nothing they at 
least suggest that the barium does not tend to enter the 
normal appendix at all. Not tbat this assumption helps 
us very much; even if we could say definitely that the 
barium enters a diseased appendix and does not enter a 
normal one, we cannot say that an invisible appendix is 
a normal one because, for the reasons given above, a 
proportion of diseased organs will be invisible too. 

Pursuing this question, preparations were made of the 
bowel in the ileo-caecal region from 15 consecutive post- 
mortem examinations; the last 12 inches of the ileum, 
the caecum and appendix, and the first part of the 
ascending colon, were removed, ths distal end of the 
preparation was clamped, and through the cut ileum a 
barium suspension was poured into the segment of gut. 
Among the 15 specimens tliere were 4 in which there was 
obvious disease of the appendix; in these the barium 
entered the caecum, filled it and the ascending colon, and, 
at the same time, overflowed into the appendix. In 7 of 
the remaining 11 normal appendices this overflow did not 
occur ; it required a certain amount of manipulation and 
squeezing of the caecum to overcome the résistance offered 
to the progress of the fluid; in the other four normal 
preparations the barium entered as freely as it did the 
diseased specimens. 

Skiagrams of two of these preparations are reproduced. 
Fig. 1 shows a long-standing inflammation with plentiful 
adhesions; Fig. 2 a normal appendix. ‘The examples 
were chosen for the sake of contrast, and emphasize the 
difficulty of drawing useful conclusions from the inspection 


of a bismuth-filled appendix, 
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i bers are small, and the conclusions 

d Hare as we are dealing with post- 
a m preparations, are not convincing, but the results 
faitl ; oft to the assumption that Gerlach’s valve has to 
meee coned with as a structure which justifies its function, 
mI ich is that of preventing the regurgitation of fluid from 
the caecum into the appendix while allowing free passage 
in the reverse direction. It is easy to imagine a permanent 
‘ppling of this mechanism by any inflammatory change 
i oe - endix itself, and not difficult to see how the 
a h neaitine of the part entailed by the massage and 
pl necessary to separate the appendix from the 
peat nding coils of gut might overcome the resistance 
offered by the valve, a resistance perfectly competent 
inary conditions. / 

oy cars the view that the etiology of appendi- 
citis is not to be sought in the passage of food or foreign 
body into a normal organ and its stagnation there; no 
doubt such retention is the immediate cause of the greater 
number of attacks, but the organ has been damaged 
already, and the original cause is that which first attacked 
it, altered its structure, interfered with its function, and 
crippled the mechanism which kept it shut off from the 
general alimentary canal. There is no evidence that food 
ever enters the normal appendix; if it did, there does not 


many adhesions. 


seem to be any reason why it should be held up there, 
nor, being held up, that it should occasion the train of 
symptoms which constitute appendicitis. We have no 
right to ascribe an undue sensitiveness to the mucous 
membrane of the organ. What is there so deadly in them- 
selves in an orange pip or a faecal concretion? Consider 
the length of time that stercoral masses remain in the 
colon and the infrequency of stercoral ulcers. 

The work of Dr. Poynton and Dr. Payne! in 1913, 
established appendicitis as ga blood-borne disease ; briefly, 
they ascribed it to streptococcal infection, and emphasized 
once more the likeness between the appendix and the 
pharyngeal tonsil. Nothing has been done to upset the 
conclusions of these observers; unfortunately their work 
attracted little attention at the time it was published, and 
seems to be forgotten now, but it appears to me to have" 
settled the question once for all as to the origin of 
appendicitis, and it should have succeeded in displacing 
some of the hoary traditions which still cling round the 
ileo-caecal region. 

In any case, the question of seeing the appendix in the 
course of a bismuth meal is not of great moment. If we 
see it, in the greater number of cases we do not know 
whether it is normal or diseased; and if we do not see 
it, it may either be normal, or diseased and invisible for 
mechanical reasons. I do not remember one instance 
among the many opaque meals observed in the Torbay 
Hospital where the visibility or invisibility of the 
appendix had the slightest influence in deciding for or 
against operation. 

Where the diagnosis of chronic appendicitis was made 
or he!ped by the findings of the bismuth meal the points 
determined were those associated with the grosser local 


‘changes in the ileo-caecal region, or with the distant lesions 


of gastric and duodenal ulceration. Chief among these 
points are the mechanical effects which may result from 


an inflamed organ, for the familiar symptoms of the con-. 


trolling appendix are largely due to interference with the 


X RAYS AND THE APPENDIX. 
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structures guarding the junction of ileum and cfecum. No 
doubt the ileo-caecal valve has some effect in preventing the 
regurgitation of fluid from the caecum, but its influence is 
small compared with that exercised by the ileo colic 
muscle, the long sphincter which encircles the termination 
of the ileum. This muscle has an intimate connexion 
with the appendix, for of the three longitudinal bands of 
the colon, the posterior passes directly over the junction 
of ileum and caecum, its fibres interlacing with those of 
the ileo-colic muscle and so runs to the appendix. When 
the ileo-colic muscle acts the longitudinal muscle acts 
also, and the effect of the two is certainly to exaggerate 
the folds of mucous membrane which form the ileo-caecal 
valve if it does not actually call them into existence. 

The sympathetic nerve supply of this region must be 
briefly considered: the ileo-colic, right colic, and middle 
colic divisions of the superior mesenteric artery are 
accompanied by the appropriate branches of the superior 
mesenteric p'exus, itself the continuation of the inferior 
coeliac plexus; the parasympathetic supply comes from 
that branch of the right vagus which joins the inferior 
coeliac plexus and is distributed in the same way as the 
sympathetic. Now the functions of these two nerve 
supplies being antagonistic one to the other, the detrusor 


Fic, 2:—Normal appendix. 


musciés are made to contract by the parasympathetic and 
to relax by the sympathetic; the sphincters are made to 
contract by the sympathetic and to relax by the para- 
sympathetic. The adjustment of the two, whereby 
harmonious action of the parts is secured, must be extra- 
ordinarily delicate, and extraordinarily liable to be upset 
by any pathological change in the organs which the nerves 
supply, or through which they pass. The influence a 
diseased appendix may exert, for example, on the ileo-colic 
sphincter must, then, be very great. It is not difficult to 
conceive a state where over-action of the parasympathetic 
would entirely inhibit the controlling function of the ileo- 
colic sphincter, with the result that regurgitation from the 
caecum would be free and constant; on the other hand, 
sympathetic irritation would lead to over-action of the 
sphincter, and a consequent hold up of the intestinal 
contents on its proximal! side. 

One other pofut of interest is that after appendicectomy, 
associated or not with cfecoplication, pain in the right 
iliac region may remain unrelieved ; it is suggested that 
this pain may be due to a tonic contraction of the ileo-colic 
muscle, and Groedel? states that it has been abolished by 
exposing the ileo-colic muscle in the wall of the gut and 
incising it. Again, the influence of the appendix must 
extend to the whole region in which antiperistalsis occurs, 
that is, from the caecum to the sixth sphincter of Professor 
Keith—the point in the transverse colon which lies below 
the pylorus; to allow an efficient peristalsis, this sixth 
sphincter and the one above it—the ileo-colic—must ba 
simultaneously in action, any interference with either 
rendering one or both inefficient and throwing the whole 
mechanism out. It may be that the appendix has an 
even closer connexion with the intestinal movements than 
a simple mechanical control suggests; it is credited by 
Heile* with a hormone, which powerfully excites peri- 
staltic action, and it is probable that a pathological change | 
in the appendix would in some way check or alter the 
formation of this internal secretion. 


> 
Fig. 1.—Chronic inflammation of theappendix with 
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In any case the appendix is not of vital importance—in 
health at least; it is true that a proportion of patients 
who have had appendicectomy performed suffer afterwards 
from constipation, but, as will be shown in the series 


considered in another paper, the disability in uncomplicated 
- cases is seldom great and generally tends to right itself 


with time. 
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ANAESTHESIA IN TONSIL AND ADENOID 
OPERATIONS. 


By COURTENAY YORKE, M.D., L’poot, 
M.B., B.S.Lonp, F.R.C.S.ENG., 


HONORARY AURIST AND LARYNGOLOGIST TO LIVERPOOL STANLEY 
HOSPITAL, ETC, 


THE purpose of this note is to advocate the use of nitrous 
oxide or local anaesthesia, in preference to ether and 
chloroform, in the removal of tonsils and adenoids. In 
pe children below the age of 14 
or so the operation can 
always be efficiently performed 
under gas. In adults the 
same is true where adenoids 
only require removal; if in 
them tonsils are to be enu- 
cleated, some can be dealt 
with under gas, but the 
majority must be dissected 
out, and for such a procedure 
gas is not suitable. A more 
prolonged anaesthesia is neces- 
sary, and it is in these cases 
Fic. 1—a, Principal artery that I strongly recommend 
to tonsil. Site Plica triang’ local anaesthesia rather than 
tection ether or chloroform. 

In stating the grounds on 
which the discontinuance, as far as possible, of the use 
of ether and chloroform for tonsil and adenoid work is 
arged, it will be convenient to consider separately the 
case of children and adults. 


I. Operations in Children. 

Anyone who has had considerable experience of renroving 
tonsils and adenoids in children knows that, with a 
guillotine of suitable size and form, enucleation of the 
tonsils can be easily and rapidly performed, while with 
a sharp curette the adenoids can be removed with one 
clean sweep. 

Nitrous oxide anaesthesia affords ample time for the 
completion of the opera- 
tion, if the following 
method is adopted : 


The child lies on the 
back, with the head ex- 
tended over the end of the 
table. The operator stands 
immediately behind the 


places himself on one side 
of the teble and a nurse 
on the other. A strap 
above the knees secures 
the legs, while the arms 
are held by the nurse. 
Just before commencing 
the anaesthetic a scissor 
gag is introduced, but only 
slightly opened, so as to 
cause mo alarm. As the 
Fic. 2.—A, Outline of buried part of child goes under the gas 
tonsil. B, Capsule of tonsil exposed. the gag is fully opened, and 
when the anaesthesia is 

complete the anaesthetist puts the facepiece on one side 
and securely holds the head in a well-extended position. The 
tonsils are first dealt with and enucleated by a modification of 
Sluder’s method. In this procedure the tongue is depressed 
with a spatula and the lower tonsil pole is then engaged in the 
ring, and the whole organ drawn upwards and forwards against 
a tubercle on the lower jaw, just behind the last molar tooth. 
By dint of strong pressure of the guillotine, combined with 
manipulatory movements, the aforementioned tubercle is made 
to forcibly thrust the tonsil through the ring of the instrument. 


It is, of course, understood that a size of ring has been 
chosen which is large enough to allow the upper tonsil 


head, whilethe anaesthetist ° 


ole to pass through with a moderate degree of 
it is of the tonsil which is likely te 
be left behind if the pressure and manipulation ‘arg 
inadequate. The method of finger pressure advocated by 
Whillis and Pybus takes longer, and in my experience jg 
no more efficient. The method described is competent to 
deal with any case, unless the adhesions to the faucia] 
pillars and peritonsillar tissues are such as to prevenj 
evagination of the tonsil. After the enucleation of the 
tonsils the adenoids are removed. The whole operation 
does not occupy more than twenty seconds. The position 
of the head allows the blood to gravitate away from the 
larynx, and on turning the head to one side at the con. 
clusion of the operation the blood flows out of the mouth, 


~The child is made to sit up almost immediately, and 


will cough or spit out the blood instead of swallowing or 
inspiring it. The return to consciousness, together with 
the upright posture, arrests the haemorrhage directly and 
the child can be safely 

returned to its home 4 

within an hour. 

The whole proceeding is 
simple and safe, and free 
fromany anxiety. Haemor- 
rhage is reduced to a 
minimum, and the child 
is fit and well again in 
a very short time. The 
one untoward circumstance 
that may arise is a sudden 
cessation of breathing from 
overgagging, but if the 
cause be recognized the 
trouble can be rectified in 
a moment by easing the 
gag. In my opinion over- 
gagging as a cause of i 
hyxia in children Fic. 3.—A, Tonsil bed. 3B, Scissors 
is not sufficiently recog- used both for cutting and blunt 
nized and taught. dissection. c, Upper tonsil pole 


d out fro be h 
The foregoing remarks piilars. 


concerning the use of gas in 

tonsil and adenoid operations require qualifying in this 
very important respect, that the best results can only be 
obtained with “team” work. The anaesthetist must be 
skilled in the administration of gas, and must understand 
exactly how to hold the head and assist the operator. An 
experienced nurse is also invaluable. 

To instance the safety of tonsil and adenoid operations . 
under gas I should like to refer to the statistics of school 
children operated on by me during the past three years 
for the Education Committees of Liverpool, Bootle, and 
Southport. These 
statistics have not 
been worked out 
by myself, but have 
been furnished me 
by those respon- 
sible for the care 
of the children 
after the operation. 

Altogether 3,577 
children have been . 
operated on, with no 
fatalities, immediate 
or subsequent, and 
no recurrences. In 
25 cases only (con- 
siderably under 
l per cent.) has 
severe bleeding 
occurred, that is, 
bleeding sufficient 


o cause faintness Fic. 4.—a, Lingual attachment divided 
4 collapse. with the guillotine. 3, Buried part of tonsil 


shaded. 
When I review 
all my work during the past eight years I must cer- 
tainly have operated on upwards of 6,000 children 
under gas, and I have never experienced any fatal 
case, either at the time or subsequently. Of course, 
I am well aware that vory striking statistics have been 
published of series of cases in which the major anaes- 


-thetics had been used, but, broadly speaking, I am 


convinced that with ether and chloroform anaesthesia, 
especially the latter, there is much greater risk, firstly 
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nder the anaesthetic, secondly, of serious 
- complications. Deaths during tonsil and adenol 
pe a 6 occurred far too frequently in the past. 
‘An analysis of 700 inquests on anaesthesia deaths appeared 
in the Proceedings of the Royal Society of Medicine some 
years ago, and out of that number no fewer than 56 were 
in cases of tonsils and adenoids. | ; 
With regard to haemorrhage, in my experience there is 
usually a much greater loss of blood under ether anaes- 
thesia than with. nitrous oxide, and that, I think, is just 
what one would expect. Under ether a child continues 
unconscious for a considerable time. The head is low, 
the vessels are all relaxed, and the bleeding is further 
ageravated by retching and vomiting. Even with the 
most careful swabbing of the tonsil beds it is inevitable 
that blood must be swallowed and inspired. Firm pressure 
_ with a swab, after the removal of one tonsil, will certainly 
momentarily arrest the bleeding, but it is not feasible to 
continue this pressure since the other tonsil, as well as 
the adenoids, are waiting to be done and the child is 
rapidly coming out of the anaesthetic. The sccret of the 
small loss of blood with gas is the speed with which the 
patient recovers consciousness and can be placed in the 
sitting position. Cold sponging of the face is a useful 
adjunct in arresting haemorrhage. I have never once had 
to have recourse to stitching the faucial pillars together or 
tying a bleeding point, and the use of a temporary clamp 
has been extremely rare. Should haemorrhage be severe 
it can nearly always be adequately dealt with by pressure 


of collapse u 
haemorrhage, 


with an adrenalin swab applied at the end of a forceps, or, | 


better still, pressed to the bleeding spot by the point of 
the finger, counter-pressure being kept up for some minutes 
by the finger-tips of the other hand placed just behind the 
angle of the jaw. Morphine is a most valuable aid in any 
case of persisting haemorrhage. 

Concerning other risks in tonsil and adenoid operations, 
no one, I think, will deny that they are greater with a 
major anaesthetic. The swallowing or inspiring of blood, 
the malaise and sickness, and the general lowered vitality 
which follows ether or chloroform administration, render 
pulmonary, middie-ear, and general infective conditions 
much more frequent than with nitrous oxide. 


II. Operations in Adults. 


The scope of local anaesthesia for tonsil operations is 
naturally restricted to adults, and its use is indicated 
wherever the embedded position or adherent character of 
the tonsil renders the operation of dissection necessary. 
The advantages of local anaesthesia in these cases are enor- 
mous. Under ether the dissecting out of adherent tonsils 
in an adult is a difficult and often anxious operation. Very 
deep anaesthesia is necessary to abolish the throat reflexes, 
the tongue requires to be retracted well forward, and good 
artificial light must be used. The work of the operator is 
greatly hampered by haemorrhage and salivation and the 
need for frequent swabbing, and also by the rapidity with 
which the throat reflexes return, necessitating a further 
dose of anaesthetic. Considerable haemorrhage is common, 
and the patient not infrequently suffers from severe 
malaise and prostration for several days after operation. 

With local anaesthesia, however, the state of things is 
quite different. The patient sits in front of the operator. 
The tongue lies quietly in the floor of the mouth and 
need hardly be touched. The operation can be conducted 
quietly and deliberately, and may be frequently inter- 
rupted to allow the blood to be expelled. With suitable 
technique haemorrhage is usually slight and pain hardly 
present. Should the bleeding be free it can be most easily 


controlled, and, if thought advisable, the second tonsil left 


to another occasion. . 
Very briefly, the various steps in the removal of tonsils 
by dissection, under local anaesthesia, are as follows: 


1. Apreliminary injection of § grain of morphine and ;35 grain 
of atropine is useful in nervous patients. b, 

2. The fauces, soft palate, and pharyngeal wall are swabbed 
several times with a 10 per cent. solution of cocaine. 

3. A 2 per cent. novocain solution (containing 5 minims of 
adrenalin to 1 drachm of novocain) is injected into both 
pillars of the fauces and deeply into the junction of the lower 
pole of the tonsil with the tongue. The injection into the 
anterior faucial pillar is the most important one. It must be 
made just beneath the mucous membrane, and the fluid must 


be seen to diffuse widely, causing a raised anaemic area the 
size of a shilling. The posterior faucial pillar is so thin and 
mobile that injection into it is often difficult. 

4. The upper pole of the tonsil is seized with tenaculum 
forceps and pulled inwards. 

5. By means of a pair of scissors, curved on the flat, the 
upper pole of the tonsil is exposed by snipping through the 
mucous membrane covering it. This is the most important 
step in the operation. It is vitally necessary that the mucous 
membrane only be divided, since, if the wound be carried too 
deeply into the tonsillar substance, the capsule is missed and 
the operation is apt to degenerate into a mere tearing through 
the glandular tissue. 

6. The capsule of the tonsil Somes been laid bare it is com- 
paratively easy to free the whole of the upper pole and deliver 
it from between the faucial pillars. . 

7. The upper pole is now seized with the tenaculum forceps, 
the tonsil dragged inwards, and the dissection carried down- 
wards to the lower pole—still using no other instrument than 
= — scissors, which serve both for cutting and blunt 

issecting. 

3 The operation is completed by cutting through the lingual 
attachment of the tonsil with the guillotine. 

9. Bleeding is easily checked by means of gentle pressure 
with an adrenalin swab. Any bleeding vessel can tem- 
porarily clamped. 

10. The tonsil bed is swabbed out with Whitehead’s varnish, 
which acts both as a styptic and antiseptic. 


I have endeavoured to illustrate, by the accompanyin 
drawings, the salient points in the above description, and, 
in conclusion, confidently assert that in adults the opera- 
tion for the removal of tonsils by dissection is easily 
feasible under local anaesthesia, while the avoidance of 
ether and chloroform for the purpose confers very great 
advantages on both patient and surgeon. 


Memoranda: | 
MEDICAL, SURGICAL, OBSTETRICAL. 


EARACHE DUE TO LARVAE IN THE EXTERNAL 
AUDITORY MEATUS. 

A GARDENER, convalescent from double peritonsillar 
abscess, came to me complaining of violent pain in the 
right ear; it had commenced suddenly the previous day, 
and during the night had become almost maddening. On 
examination there was seen to be a discharge of blood 
from the canal. With strong illumination and a speculum 
it was therefore difficult to see anything clearly; but, 
whilst trying to view the membrane, I was astonished ta 
see what looked like small worms passing across the field 
of vision. With the aid of bent sinus forceps I succeeded 
in extracting three maggots, alive and wriggling. A re- 
maining maggot refused to be caught until stupefied b 

chloroform vapour. The patient was instantly mie | 
and the next morning the canal and membrane looked 
perfectly healthy. It was fortunate that the creatures 
revealed themselves, for in view of the history, acute otitis 
media was a very probable diagnosis. I learnt afterwards 
that during the previous week a fly had entered the ear, 
and was only removed after a considerable number o& 


minutes. 
Haywards Heath. Reeinatp ALpErRson, M.D., B.S, 


RABBIT-SHOT IN THE APPENDIX. 
A woman aged 30 was sent to me as a case of chronic appen- 
dicitis of some two years’ standing; there had been no acute 
attacks. The symptoms were those of reflex dyspepsia, 
with slight rigidity and tenderness over the appendix. 
This organ proved to be 5} in. long, and on opening it 
after removal I found thirty-seven rabbit-shot and a few 
minute fragments of splintered shot. They were all 
collected at the apex; there was no faecal concretion, 
but the mucous membrane was chronically inflamed and 
thickened. The patient made a normal recovery. She is 
a servant at a farm, and rabbits have formed a larger 
proportion of her diet than is usual for people in other 
walks of life. She is somewhat hysterical, but I can 
obtain no evidence of her having eaten rabbit-shot as such. 
It seems inconceivable that so many shot should have 
strayed into the appendix without a pre-existing abnormal 
, weap am of the lumen; I suggest that this patency was 
due to long-standing inflammatory changes and not caused. 


by the foreign bodies. The further interest in the case 
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lies in the fact that though so many potential nuclei had 
been present in the appendix for a considerable time, yet 
there was not the slightest trace of any concretion. . 

.D, Spence, M.A., M.B.Camb., 


Melksham, M.B.C.S., L.R.C.P. 


Reports of Societies. 


ORTHOPAEDIC SURGERY. 


A sPECIAL meeting of the British Orthopaedic Association 
was held in Edinburgh on June 4th and 5th, under the 
Presidency of Sir Ropert Jones, K.B.E., C.B. Mr. R. C. 
ELMsLig, in opening a discussion on “Ihe principles of 
the correction of congenital talipes equino-varus, and par- 


ticularly of inveterate and relapsed cases,” emphasized _ 


the importance of considering the ultimate function of the 
foot as opposed to the mere correction of deformity. In 
the treatment of infantile club-foot, tenotomy—particularly 
of the tendo Achillis—had in the past been used far too 
frecly ; in many children under one year correction could 
be obtained by manipulation alone. He advocated the use 
of plaster-of-Paris for fixation, and in his own experience 
found no difficulty in its application to the feet of tiny 
infants. The deformity should always be corrected in two 
stages—first, the varus element, and next the equinus. 
In his opinion tenotomy of the tendo Achillis performed in 
early infancy produced later on inadequate function in the 
calf muscles. Relapses were due to imperfect correction 
or to lack of correct after-treatment; in such cases the 
deformity could usually be partially overcome by repeated 
wrenching, but complete correction needed an open opera- 
tion. The speaker maintained that the classical operations 
—especially astragalectomy and cuneiform tarsectomy— 
were unsatisfactory; as a routine he carried out an opera- 


tion in which the essential steps were (1) the removal of 


the thick caleaneo-astragalo-scaphoid capsule, and (2) 
transverse division of the os calcis just behind its anterior 
process. In certain cases the tendency to relapse could be 
prevented by carrying out a transplantation of the tibialis 
anticus tendon to the outer side of the foot. 

In the subsequent discussion the consensus of opinion 
was in favour of the use of manipulative methods in dealing 
with infantile club-foot, and the avoidance of operations 
reqviring the removal of big masses of bone in the relapsed 
cases. 

Mr. Jonny Fraser read a paper on “The treatment by 
tendon transplantation of paralysis involving the ankle- 
joint,” based on observation of 124 cases, comprising both 
spastic and flaccid paralyses. He maintained that the 
weight-bearing portion of the foot skeleton was mainly on 


_ the inner side; the outer side had a balancing function. 


In choosing muscles for transplantation three muscles— 
the tibialis anticus, tibialis posticus, and peroneus longus— 


owing to their unique action, should never be sacrificed. - 


In his work he had used the long flexors and extensors of 
the toes. He favoured long freeing of the muscle belly of 
the transplanted tendon, division of the thickened over- 
lying fascia, and attachment of tendon to tendon rather 
than into bone or periosteum. 

Mr. McCraxz AITKEN disagreed with the conception of 
the inner side of the foot as a weight-bearing mechanism. 
Messrs. Dunn, McMurray, FAarrBank, TRETHOWAN, 
JaNsEN, and the Prestpent also contributed to the 
discussion. 

Mr. S. T. Inwiy reported a case of acute arthritis of 
the hip-joint occurring in an infant four weeks old. 
Complete destruction of the head and neck of the femur 
followed, so that at the present time the child, aged 1} 
years, had an unstable hip with a shortening of 2} inches 
when weight was borne on the limb. The case now 
presented certain difficulties in treatment; the speaker 
favoured manipulative treatment at the present stage, as 
for a congenital dislocation. 

Dr. Murk Jansen of Leyden, in a paper on “ Feebleness 
of growth,” pointed out that feebleness of growth, due 
either to pre-natal or post-natal causes, should be studied 
quantitatively in children belonging to the same family. 
He showed photographs and illustrations proving the 
serial relationship of under-development, rickets, and 
excessive height in children of the same mother. In 
a further communication on “ Dysostosis cleido-crdnialis,” 


Dr. Jansen discussed the influence of amniotic pressure 
on the fetus in wlero. 

In the eighth week of fetal life an infolding of the fetus occurs 
both in its transverse and longitudinal axis, and produces 
certain mechanical results manifested as the malformations con- 
stituting dysostosis cleido-cranialis. The cranial and clavicular 
deformities can be explained by mechanical compression of the 
chest and the compression of the forehead against the chest; 
the dwarfing of the toes which is also characteristic of this 
condition is due to partial arrest of blood supply, affecting the 
only skeletal parts which are still scleroblastomatous. 

In a discussion on “ Hallux valgus, rigidus and malleus,” 
opened by Dr. Jansen, the majority of the speakers were 
in favour of the operation of excision of the head of the 
first metatarsal. 


Bone Grafting. 
Mr. Hey Groves read a paper on “The vital and 
mechanical principles of bone grafting.” He held that 


‘the ideal graft required five conditions—namely, com- 


plete restoration of the lost bone in its length and thick- 
ness; firm fixation, so that the graft could immediately 
function as a part of the skeleton ; perfect fitting, with a 
large area of contact of the graft with its bed; fixation 
by fitting methods independent of screws or sutures; 
good vascularity in the bed and rapid re-establishment 
of circulation in the graft. In actual practicé all these 
ideals cou!d seldom be attained, and it was important to 
recognize certain limitations of grafting, of which the 
following were the most important: 

The graft never grows in length ; the graft increases in thick- 
ness very slowly ; callus junction between the graft and its bed 
is slow and scanty; there always occurs a period of osteo- 
porosis of the graft; when fracture readily takes place. 


Mr. Hey Groves said that the most important vital factors 
in bone grafting were: (1) Asepsis; this was of utmost 
importance, but partial survival of the graft could occur 
in spite of some sepsis. (2) The periosteum attached to 
the graft was of great value in bringing about rapid 
vascularization. (3) The functional stimulus: the restora- 
tion of continuity was essential for growth and vascu- 
larization of the graft and its bed. (4) The spontaneous 
vitality of a living autogenous graft was proved by callus 
formation after fracture, and by sequestration under 
certain conditions of portions of dead graft. With regard 


tothe mechanical factors of bone grafting, the speaker said _ 


that: (1) The restoration of the skeletal strut was essential 
for providing the stimulus of growth, for putting the 
muscles and joints into action, and for cure of deformity. 
(2) The length and thickness of the graft must suffice as 
a skeletal strut. (3) The fitting and fixation of the graft 
must be such as to give wide coaptation with its bed with- 
out dependence on suture material. The details by which 
these mechanical requirements were best carried out were 
considered in connexion with the various long bones, and 
the choice of a graft was considered with special reference 
to those cases in which a homogenous or boiled graft was 
preferable to an autogenous graft. 

Mr. A. P. MircHett reported a series of bone-grafting 
operations performed in the Bangout War Hospital in 
which the inlay method had given the best results. 

Mr. W. H. TretHowAn, in a demonstration by lantern 
slides of the results of a series of bone-graft operations 
done at the Shepherd’s Bush Hospital, maintained that 
the intramedullary method was superior to the pure inlay 
metl.o]. 

Miss M. Forrester-Brown read a paper on the possi- 
bilities of end-to-end suture after extensive injuries of 
peripheral nerves. She said that the possible methods of 
relaxing the nerve were: (1) Extensive freeing. (2) Fixa- 
tion of joints in suitable positions for six weeks, followed 
by gradual stretching. (3) Freeing of branches, especially 
those above the lesion, which could be made to run an 
inverted course. The amount ‘gained by this manceuvre 
depended on the situation, peripheral gaps being easier to 
overcome than proximal ones. (4) Transposition to the 
front of the limb in the case of the ulnar and musculo- 
spiral. (5) Sacrifice of branches, especially distal ones 
which were already paralysed. (6) Anchoring the un: 
trimmed ends at a first operation and resecting the neuro- 
mata at a second, when about 2 in. of slack would be avail- 
able. (7) Shortening of bones—only advisable when an 
ununited fracture was present. (8) Nerve-grafting—not 
usually advisable (although two cases of apparent recovery 
were shown). (9) Turning down a flap from the neuroma 
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ing case was shown). When these methods 
te adopted the possiblé gains were stated to be: 


ian, in arm or forearm, 44 in. | 
in arm 5in.; in forearm 54 
Median and ulnar (all forearm branches being sacrificed), 


63 in. 
Musculo-spiral, 3} to 4 in. 
re tibial, below main branches, 6 in. 

The meeting on the first day closed with a demonstra- 
tion by Mr. Joun Fraser of cinematographic records of 
‘i its in children. 
Sit Harotp Stites and his associates gave 
a demonstration of operations and cases at the Edinburgh 
Royal Infirmary. 


PSYCHOLOGICAL MEDICINE, 


nty-ninth annual meeting of the Medico- 
hodaberel Association of Great Britain and Ireland 
was held at the North Staffordshire Mental Hospital, 
Cheddleton, by invitation of the new President, Dr. W. I’. 
Menzies (Medical Superintendent), and at_the ‘Town Hall, 
Buxton. The President, Dr. Beprorp Pierce, occupied 
the chair at the commencement of the proceedings and 


inducted his successor. 


Dr. W. G. THOMSON read a paper on the minimal require- 
ments for a small clinical laboratory, in which he described 
the best way of providing the apparatus needed to conduct 
routine investigations on excreta, and perform clinical tests 
in institutions having no whole-time expert pathologist. 
His estimate of the cost of such minimal equipment was 
£115. Dr. TOM WILLIAMS spoke of the method adopted in 
America for centralizing the laboratory and teaching work 
of the various asylums in the same State. Members of 
the asylum staffs periodically attended certain centres, 
and when they returned they were better equipped for 
their duties. 

Dr. MIDDLEMASS spoke of the great benefit of being able 
to conduct at each hospital routine examinations, which 
should include simple examinations of the cortex of the 
brain; these, in his experience, had cleared up many an 
otherwise obscure case. 


Involutionary Melancholia. 

Dr. MENZIES took as the subject of his presidential 
address The Mechanism of Involutionary Melancholia.” 
At the present time, he said, when the claims of psycho- 
genic treatment were attracting even the attention of lay- 
men, it befitted those who believed that beneath every 
mental process there was a mechanical basis to ask them- 
selves whether they were quite blameless if easily under- 
stood psychological explanations were substituted for the 
much more intricate and complex physiological ones; had 
alienists always applied to the problems of nervous physics 
the available knowledge? Twenty years ago Crookshank 
endeavoured to correlate physical signs with mental con- 
ditions, and fifteen years later Dunlop Robertson drew 
attention to the importance of adrenalin in the production 
of depression. Those engaged in this special branch should 
be willing to apply to it the simpler tests of the physiologist 
and the chemist. The type of illness he had chosen for 
this address comprised two distinct processes, and his aim 
was, by tracing the conditions present in both, to offer 
some explanations as to the proximate causes underlying 
each—involution and depression. Closely bound with the 
psychology of melancholia was the depressive emotion ; the 
anatomy of the depressive emotion was a sympathetico- 
tonus, and the chemistry of the latter was an endogenous 
anoxaemia. At the involutionary period a most important 
factor was excessive intestinal putrefaction. Though con- 
stipation and dementia were cou. mon in old age, only a few 
old people were depressed. Intestinal stasis was certainly 
very common among the insane, and bands and fine adhe- 
sions were evident when looked for; the views of Arbuthnot 
Lane were alluded to. Yet in young neurotic persons it 
was sometimes possible to make out an undue breadth of 
the colon, dilatation of stomach, exaggerated flexion at the 

angular notch, and tonic contraction of one or other rectus 
' muscle; there was, however, a daily emptying of the bowel. 
Keith believed that enterostasis was due to nodal seg- 
ments, and the speaker thought that both he and Lane 
might be right. ‘Io understand the connexion between 
bacterial absorption and melancholia it was essential to 
have an anatomical basis to work upon, and that basis 
existed in the involuntary nervous system. _ 

In regard to the physiology of the emotions it had long 
been recognized that fear could cause certain superticial 


presentations, but only comparatively recently had 
systematic efforts been made to trace the technique. 
The next step was to show that the inhibition caused by 
the emotional impulses was closely connected with the 
activity of the involuntary nervous system. Bayliss and 
Starling had proved that the phenomena of digestion in 
the mouth, stomach, and duodenum could be stimulated if 
an acid fluid were applied to the duodenal mucous mem- 
brane after the nerves had been divided; in this case 
another important factor was at work—the action of 
hormones. The sympathetic system could generally over- 
come the autonomic, but its action did not persist so long. 
Cannon considered that the autonomic system quietly 
built up the body reserves against a time of stress, its 
operations having but little effect on tone. Many pheno- 
mena produced by emotion and by the nervous outflow 
from the involuntary system were closely simulated by 
the effects of adrenalin, as Oliver and Schafer showed 
in 1894. Dr. Menzies recounted the physiological mani- 
festations which followed the giving of adrenal extract, 
from which it was clear that an emotional outflow was 
at one with the sympatheticotonus, and was accompanied 
by an increase of adrenalin acting asa hormone. It had 
long been known that severe emotion produced diabetes, - 
and a large number of observers noted that’ glycosuria 
was common in melancholia, the amount of sugar in the 
urine varying with the degree of depression. Glycosuria 
was easily produced in excited states, but in melancholia 
alone was glycaemia unduly high before meals. 

Dr. Menzies next considered the conduction of nerve 
impulses before they reached the cerebral cortex, and the 
possible paths by which those subserving feeling-tone 
might travel. Head’s brilliant conceptions of the nature 
of sensation had added a new chapter to the science of 
neurology. Ramsey Hunt had enunciated the theory that 
there were two distinct systems of motor fibres to skeletal 
muscles: (1) the paleokinetic to the sarcoplasmic substance, 
associated with slow tonic contraction ; (2) the neokinetic 
to the sarcostyles, associated with the quick, spasmodic, 
‘voluntary ’’ contraction. Hunt held that the distinction 
was carried right through from the periphery to the centre, 
and was represented in the cerebellum; clinical evidence 
was adduced from the observed differences between the 
two forms of muscular hypertonus. The matter could not 
yet be regarded as settled, however. 

After discussing the present-day knowledge of the 
afferent paths, Dr. Menzies considered the question of 
thalamic sensations. Head codified the nature of 
thalamic sensations, and showed that partial interruption 
of the thalamo-cortical path had a profound influence in 
releasing sensations registered in the thalamus from the 
inhibitory effects of cortical activity. Normally, all sensa- 
tions reaching the thalamus were subjected to minute 
analysis in the cortex; they might be “allowed” or 
‘‘censored.’’ But in certain diseased conditions either 
the connecting path was impaired, or the cerebral cortex 
was unfit to function, and then the sensation rose to the 
dignity of an emotion, which could be regarded as a tem- 
porary flood in a stream of feeling tones. All feeling-tones 
did not eventuate in emotion; nor were all defensive 
emotions tornadoes—they might develop slowly, and last 
for weeks, even months ; such a condition constituted de- 
pression. In melancholia there appeared to be a chronic 
hyperadrenalism. 

Dr. Menzies discussed the functions of the various 
layers and regions of the cerebral cortex in health and in 
disease, remarking that our chief knowledge of the course 
followed by the cerebro-spinal fluid had been gained by 
observing the process of brain atrophy and the distribu- 
tion of the areas of wasting in dementia. Involutionary 
processes were independent of the mental state which 
might accompany them, though both in some cases might 
depend on the same causes. Involution was a march of 
gradually increasing cytolysis, and depended to an appre- 
ciable extent on the power of reaction of the hepatic anti- 
toxins to the intestinal toxins, the penalty of failure being 
defective oxidation. What was known as melancholia 
depended on modifications of the same processes, especially 
on excessive bacterial fermentation and enterostasis. 
Medicine was now, apparently, on the way to a better 
understanding of the problems underlying the origin of 
the psychoses. Science waited upon the chemist, who, in 
turn, waited upon the clinician; cases must be observed 
with a more scientific eye. The war had infused the art 
of medicine with a new spirit, and the brilliant results 
attained in preventive fields by organized research had 
proved that money so spent was a good investment to the 
nation. The Board of Control had commenced a cam- 
paign, so that it was hoped that before many years each 
mental hospital Would have its triad of trained observers— 
pathologist, biochemist, clinician, 
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Dr. TOM WILLIAMS of Washington, D.C., read a paper 
on some determinants of morbid emotionalism. He 
said emotility was, until the present century, dealt with 
‘in a purely introspective and observational manner. It 
was difficult to understand how there could be reactivity 
without that state of feeling known as emotility; even a 
unicellular organism, which had no differentiated nervous 
system, must have a state of feeling at the moment of 
being repelled by a stimulus. On passing up the animal 
scale the difference could be observed between the mani- 
festation of a state of feeling or emotion and the more 
purely purposive manifestations which were regarded as 
associated with the cerebro-spinal nervous system. An 
emotion was a function of the whole organism ; the indi- 
vidual who was not emotive was abnormal. The speaker 
explained the states which he regarded as indicating 
morbid emvtility, from the ordinary temporary blues ”’ 
to more serious states, especially as seenin the ‘‘ phobiacs,”’ 
who had met with a series of circumstances which they 
had been unable to transcend. In these cases the emotion 
did not cease as soon as itS determinant. Dr. Williams 
described his process of re-education which aimed at the 
cure of the condition. 


Psychological Analysis. 

Dr. W. H. B. STODDART, in a summary of Freud’s 
psychology, said that an unpleasant memory was not 
thrown away into space, but could be revived by such 
processes as hypnotism and psycho-analysis. The dring 
of unpleasant thoughts deeper into the mind (‘‘ repression ’’) 
was an automatic protective mechanism. A constellation 
of repressed ideas was known as a ‘‘complex,’’ and in- 
habited the unconscious mind; a desire which had beea 
banished from the conscious was constantly striving for 
recognition and gratification. As the conscious would not 
allow this, such gratification must be achieved in a dis- 
torted guise: it was sublimated in various activities. If 
the patient did not remain normal, he gratified his com- 
plexes by the creationof symptoms. Neuroses, psychoses, 
and dreams were fundamentally the same, the only differ- 
ence being that the neurotic or psychotic lived his dream. 
Freud held that forgotten infantile desires and interests 
remained permanent throughout life, and that many adult 
activities owed their energy to primitive infantile im- 
pulses; any neurotic or psychotic manifestation among 
members of the family, especially the father or mother, 
had a profound effect on the mental development of the 
child. With regard to the sexual problems, Freud did 
not really extend the application of the word ‘‘ sexual’’ to 
the young child; he merely recognized certain infantile 
activities to be of a sexual nature because, if they occurred 
in an adult, they would be regarded as sexual by every- 
body. Probably Freud was right when he said that 
nobody was quite normal sexually; hence repression 
achieved the force of an inborn instinct. It should be 
remembered that in psycho-analysis the analyser said 
nothing; he only encouraged the patient to unfold his 
own story. 

Dr. WILLIAM BROWN made some criticisms of present- 
day psychological analysis. He agreed that there was in 
the profession a widespread lack of understanding of 
psycho-analysis ; this was well exemplified in the recent 
Cambridge meeting of the British Medical Association. 
Remarks were there made concerning it which those who 
understood the process knew to be both untrue and unfair. 
Since 1912 he had endeavoured to test the various facts 
and theories which Freud and Jung had put forward. He 
had tried to analyse his own dreams and had submitted 
himself to analysis, and he had been surprised at the way 
in which unconscious trends of thought sprang to the 
surface and, as it were, overwhelmed one. He did not 
agree with Freud that everyone found life tremendously 
hard; a healthy man with a clean ancestry did not find 
it so. He agreed with Hughlings Jackson that the more 
one studied one’s dreams the better would one understand 
psychology; but that did not mean that the normal waking 
life must be regarded as an outgrowth, a something super- 
posed upon dream-like activities. As early as 1892 Freud 
showed that when certain hysterical patiggts brought up 
lost memories an emotion was aroused which, having been 
worked off, left the patient much better; this was termed 
the method of ‘‘ab-reaction.’’ Two groups of hysteria 
were determined: retention hysteria and defence hysteria. 
Bryer, who went far with Freud, parted company from 
him in the degree to which he drew upon sex asa causative 
factor in these conditions, and it was at this parting that 
psycho-analysis was born. He related some experiences in 
the cure by analysis of loss of memory and other mental 
symptoms during the war. Complete eure was brought 
about by ab-reaction and psycho-catharsis. An important 


‘much further by psycho-analysis. 


matter was giving the patient an opportunity of workin 
off the emotion of fear, which he had not the opportunit 
of doing while he was in the line, where he was more p 
less in a state of stupor. Freud stated that emotions could 
not be remembered, but Dr. Brown could not agree with that: 
he quoted cases in which obviously childish emotions were 
lived over again in military patients. The chief difference 
between Freud and Bryer was on the ‘libido content ”- 
Freud’s view was getting nearer and nearer to the physical, 
while Bryer’s was emotional. The speaker thought that 
psycho-analysis should be carried out as far as possible 
and as fully as possible. He believed that even in psycho. 
analysis, in which the examiner refrained from leading on 
by remarks, the influence of suggestion, unconscious, wag 
present and potent. Sex tendencies, sadism, masochism 
were present in some cases, but he (the speaker) denie@ 
them anything like the universality claimed by Freud’g 
disciples. 

Papers were read also by Dr. C. STANFORD READ and 
Dr. REES-THOMAS; and Dr. H. G. Baines of Zurich sent 
a contribution which was read for him by Dr. BEDForD 
PIERCE. 

In the discussion that followed Sir ROBERT ARMSTRONG. 
JONES declared his belief that in England Freudism wag 
dead. When that system first came to light he regarded 
it as probably applicable to life on the Austrian and 
German frontiers, but not to virile, sport-loving, open-air 
people like the British. Psycho-analysis was thought to 
be a splendid thing because it brought baser desires to the 
surface and enabled them to be discussed; but all the 
courtesies and conventions of decent society were founded 
on intelligent repression. These restraints were rather 
ridiculed by the new psychiatrists. He believed suggestion 
played a large part in psycho-analysis. The method was 
claimed to have value for the educationalist, for spiritual 
development, for social welfare and social regeneration; 
he was astounded at the variety of the claims, which had 
not yet been substantiated. 

Professor GEORGE ROBERTSON (Edinburgh), speaking as 
an asylum physician, insisted on the great distinction 
between a true manifest psychosis and a psycho-neurosis, 
although the two might coalesce in the same person. 
Important questions arose as to the applicability of psycho- 
analysis. For the psycho-neuroses, psycho-therapeutic 
treatment—such as psycho-analysis—was very suitable, 
while it was not at all beneficial to the true psychoses, the 
subject of which could not be convinced that he had an 
abnormal mind, and regarded such an idea as nonsense. 
The speaker emphasized the fact that early cases of psycho- 
neurosis were not early cases of insanity, and did not tend 
to pass into insanity. He went on to discuss toxaemias 
and dream states, and said that anyone who studied Freud 
on dreams and tried to analyse his own dream-states could 
not fail to be convinced of the truth of Freud’s contentions. 
A number of cases were referred to in support of these 
views. 

Dr. BEDFORD PIERCE was not willing to grant the 
accuracy of the view that, because a thought or tendency 
was repressed, it was bound to appear in some other way 
in the person. It was said that just as in the case of 
water, if one pushed a thought or tendency out of one 
place it would come up in another, but he did not think 
mental processes should be so regarded; why should they 
not rather be considered as mental gunpowder? Gun- 
powder might remain unexploded for all time. 

Dr. EDWARDs suggested that some synthetic process 
must follow the analytical, and asked why dreams were 
always syml@lic. He did not believe early emotions 
could be revived, but only the memory of them, sometimes 
with a resumption of childish speech. 

Dr. LADELL said that hypnotism was helpful in many 
cases of neurosis, but in others it was necessary to proceed 
! He preferred to treat 
each case on its merits. He had been dealing with war 
cases in a pensions hospital, and some cases could be 
dealt with by clearing up the amnesia for the war period, 
or by suggestion in either the hypnotic or the waking 
state. But there persisted afterwards a state which did 
not justify turning the man loose upon the world to earn 
his living. 

Dr. PASSMORE did not think that cases of dementia 
praecox were cured, and referred to Sir Frederick Mott’s 
contribution at the Cambridge meeting of the British 
Medical Association, in which he set out his pathological 
findings in thirty cases of dementia praecox, showing that 
the brain and body generally were badly developed. 
Cases which the psycho-analysts said they had cured 
could not have been dementia praecox. 

Dr. HELEN BOYLE (Brighton) said that the great diffi- 
culty was that those most interested in the psychoses did 
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until they were far advanced. The type 

she had were those not sufficiently 
bad to be certified, but nevertheless requiring treatment. 
They were mostly cases of psycho-neuroses, with a fair 
sprinkling of cases of psychoses. It must not be forgotten 
that nearly every disease represented Nature’s effort to 
cure something which did not harmonize with sur- 
roundings. If one rushed in to cure mental diseases it 
was quite possible they were thereby rendered worse; this 
had repeatedly been the case with physical disease. | 

A letter was read from Professor Friedlander (Freiburg), 
in which he said that Freud was the father of pan- 
sexualism. Professor Friedlander gave the names of 
many authorities in America and on the Continent who 
rejected the doctrine. He contended that Freud’s teaching 
stood and fell with his interpretations of dreams, and that 
his proofs were not scientific and convincing. He felt it 
was wrong to attribute to every neurosis a sexual cause. 

The PRESIDENT said it was the glory of the Claybury 
school that they showed the mechanical basis of all these 
higher associations. He had tried to show that the infra- 
granular layers were mainly the places in which the 
instincts and ancestorial memories were stored. In old 
persons, in whom, as Mott showed, the lipoids of the 
testicle were greatly diminished, there was a corre- 
sponding want of association, a fading away of the newer 
associations, and a retrograde return to the dominance of 
the infragranular layers. 


Kebielus. 


VITAL CAPACITY. 
One of the good effects of the war has been to arouse 
public interest in the importance of physical fitness, not 
only to the individual but also to the nation. Without 
attempting to define with any precision just what the 
term “ physically fit” may mean, it has to be admitted 
that no short and simple method of testing the indi- 
vidual’s degree of physical fitness has hitherto obtained 
general acceptance. ‘The older methods, based on statis- 
tical tables dealing with age, height and weight, give 
unsatisfactory results because they take no account of 
the individual variations in size that are so conspicuous 
when any large number of ordinary persons is reviewed. 
Recently Professor Dreyer of Oxford has published a 


- sbook! in which he develops a new method of estimating 


physical fitness that has the advantages of rg appli- 
cation, accuracy, and, so far as the evidence hitherto 
collected goes, correctness in the results it yields. The 
method is fully explained in this little volume, the bulk of 
which is occupied by tables in which are .correlated, two 
and two together, the four measurements upon which the 
method is based—namely, the weight, the length of the 
trunk, the circumference of the chest, and the vital 
capacity of the lungs. 

It will be remembered that the “ vital capacity” of the 
lungs is the term used to indicate the maximum amount 
of air an individual is able to expel from the lungs by 
voluntary effort, after taking the deepest possible in- 
spiration. Separate tables are given for the two sexes, 
and the figures apply to children as well as adults; 
there are separate tables for the metric system of measure- 
ment (which is the preferable system) and for the imperial 
system with its pounds and inches. At the end of the 
volume a number of examples are worked out, showing 


to which class of physical fitmess—Class A, Class B, or. 


Class C—the individual measured should be referred. It 
is to the vital capacity that the greatest importance is 


_ attached ; and ‘perusal of Professor Dreyer’s introductory 


pages makes it plain that his method is well worthy of 
general employment on the one hand, and of further 
extension into the provinces of chronic disease and dis- 
ability on the other. Thus, from work undertaken in 
conjunction with Dr. Burrell, the author deduces that 
changes in the vital capacity of patients with tuberculosis 
of the lungs afford an unusually trustworthy index of any 
improvement or deterioration taking place in the pulmonary 
lesions. The establishment of this connexion, on the large 


1The Assessment of Physical Fitness by Correlation of Vital 
Capacity and Certain Measurements of the Body. With tables. By 
Georges Dreyer, C.B:E., M:A., M.D., in ‘collaboration with George 
Fulford Hanson. London: Cassell and Co. Ltd. 1920, (Demy 8vo, 
pp. 126; 3 figures, 24 tables. 10s. net.) 


scale, would seem most desirable, as affording those in 
charge of sanatoriums and other such institutions with 
& new and rapid method of checking that most difficult 
of all things to pronounce in phthisical patients, to wit, 
the prognosis. The methods advocated in this volume 
are simple, and we venture to recommend its perusal 
very strongly to ali those who are interested in the assess- 


ment of physical fitness. Professor Dreyer is to be con-' 


gratulated upon the skill and thoroughness with which he 
has presented the new method to his readers, who will 
have cause to thank him for the vast quantity of spade- 
work involved in the preparation of the ready-reference 
tables with which the book is furnished. 


; THE MIND OF CHILDHOOD. 

Great strides have been made within the past twenty 
years in our knowledge of children. Detailed and com- 
prehensive investigations have been made into the normal 
physical standards of children at various ages, and into 
the incidence of physical defects. With pnt eneral 
physical conditions most medical practitioners and many 
school teachers are now familiar. At the same time there 
has been growing up a body of knowledge of a much 
more subtle and informative kind; it is likely to have an 
even more weighty influence than a knowledge of ‘physical 
conditions alone can have. This knowledge concerns 
itself with the manifestations of the working of the 
human brain, with the growth of the intelligence of the 
child and the conditions that favour avd retard that 
growth. The great pioneer in this sort of work was 
Francis Galton, who in 1883 published an elaborate 
account of individual and racial differences. His aim 
was to obtain a general knowledge of the capacities of 
a man by sinking shafts, as it were, at a few critical 
points. This work, and that of many other investi- 
gators, was brought to a focus and given practical 
application by Binet and Simon in 1905-8. These in- 
vestigations are far removed from the narrow intro- 
spections of current psycho-analysis, and deal with a 
broad range of human faculties which are of the highest 
and most fascinating interest. This statement may be 
verified by auyone who will read Professor Herserr 
Wooprow’s book, Brightness and Dullness in Children.? 
It is an admirable presentation of observations on child 
mentality; there is not a page of dullness between its 
covers, notwithstanding that it has to consider dullness in 
some of its subjects. Not only is its matter good, but the 
English of the writer is crisp and idiomatic. 

The book commences with a statement of the methods 
used for the measurement of intelligence, and the ex- 
position of the Binet-Simon scale is clearer than any we 
have read. Next the mental qualities of the various 
grades of children are considered, from brightness to 
dullness, and their relation to mental age as distinct from 
physical age explained. Brain is the subject of the fourth 
chapter, and the relation of mind to body. Useful lessons 
are drawn from the anatomical data there collated. 

“No child ever becomes feeble-minded after the age of 4 or 
5 years, the age at which the brain reaches almost its full 
weight.’ ‘It cannot be too strongly emphasized that the 
really critical years of a child’s life are the years before he 
enters school. . . . There is strong evidence indicatifg that the 
level of brightness of a child is determined during these years, 
whether he be dull or normal.” 

A chapter is given to the consideration of the relation 
of physical defects to intelligence : 

“They affect intelligence somewhat as hampering clothing 
does the efficient exercise of physical strength.” ‘‘A child 
with heavy and misfitting shoes would certainly be handicapped 
in a race.” 

The consideration of the anatomical age establishes the 
truth of the old retort to the curious—“ I am as old as my 
tongue and a little older than my teeth,” for Professor 
Woodrow tells us that the child has three ages—chrono- 
logical, anatomical, and mental; the three may vary con- 
siderably in the same subject, and are largely independent 
of each other. In many schools birthday age is the one 
test of grading, but the data given of the physical develop- 
ment of children show this test to be fallacious. Mental 


2 Brightness dnd Dullness in Children. By Herbert Woodrow 


. Ph.D., Assoc‘ate Professor of. Psychology in the University of 


Minnesota. Philadelphia: J. B. Lippincott Company. 1920. (Post 8vo, 
pp. 322; 13 figures. 6s. net.) 
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‘age corresponds more closely to physical development or 
anatomical age than to birthday age, and recognition of 
this fact provides an answer to controversies as to the 
‘relative cleverness of boys and girls at school. Age for 
age by the birth certificate girls do better than boys, but 
age for age in anatomical development, in which girls are 
‘precocious, the boys prove the better. ‘ When proper 
‘allowance is made for the girls’ superiority in anatomical 
age, a will be found slightly less intelligent than the 
‘boys.” This discrepancy between birthday and anatomical 
‘age is one of the serious obstacles to the dream of the 
‘co-educationalist. 
- Later chapters of the book deal with more strictly edu- 
cational matters: Mental processes, mental organization, 
‘influences of heredity, the organization of education and 
‘educational methods. Of the mental processes it is 
written: 
, Good attention, like association, is fundamental. It share® 
\in every mental operation. It is the great steadying and direct- 
‘ing factor of the mind. Association is the process whereby the 
‘stream of mental events continues to run its course; attention 
‘is the process which directs the stream to a certain course, and 
ithus holding it in bounds, preserves its force and vigour, instead 
‘of allowing it to be dissipated by aimless meanderings in any 
direction. . . . Attention is as closely related to intelligence as 
‘any other known mental function. 

This is a book which every student of children should 
read: the doctor, the teacher, the parent, or the solitary 
but envious onlooker who loves his kind. 


NEUROLOGY OF WAR. 
Dourine the war the French made excellent use of their 
opportunities for the study of traumatic and other lesions 
of the nervous system, and in particular enriched the 
semeiology of the nervous disorders of which cases were 
produced in such enormous numbers. 

Professors and Barre have recently repub- 
lished*® in a book over fifty neurological papers written 
during the last five years and published in various scien- 
tific or official periodicals. The papers themselves, all 
first-hand records of the authors’ own observations, show 
great competence in the scientific, the medical, and the 
surgical details of neurology. They are grouped under 
six headings: First come those dealing with semeiology, 
and next those on wounds of the brain. Then follow 
seven publications on wounds of the spinal cord, in which 
the symptomatology is discussed at considerable length. 
The fourth section deals with cerebral commotion by 
explosions ; detailed evidence is afforded of the fact that 
organic lesions of the nervous system may often occur 
when the surface of the body shows no wound; the diagnosis 
wvas, in fact, made in over a quarter of nearly 800 cases of 
cerebral commotion due to shell explosions. Out of 373 
patients received from the Somme with this diagnosis 
between July and November, 1916, 327 were cured and 
rejoined the army in a few days or weeks, 41 were 
invalided to the base, and 5 died. The papers in the fifth 
and sixth sections of the book deal with lesions of the 
yevipheral nerves and various other matters. 

The authors are to be congratulated upon the success 
with which they conducted their neurological studies 
ihvough the war; there are countless observations of 
mterest and importance in the pages of this book, which 
should be in the hands of all neurologists. 


VERTEBRATE EMBRYOLOGY. 
WE heartily congratulate Professor Litu1e and Mr. Moore 
on their excellent Laboratory Outline of Embryology.‘ 
Their aim has been to guide the hands of the student 
while he investigates for himself; there are no diagrams 
—a good point, for any demonstrator knows that half his 
class will copy other people’s diagrams if they are avail- 
able. Again, the authors never make the mistake of telling 
the student exactly what it is that he is looking at. 
Rather than that, they give him his general bearings and 
then ask him what he sees and how he can explain it. 


8 Travaux Neurologiques de Guerre. By Georges Guillain, -Pro- 
fesseur agrégé 4 la Faculté de Médecine de Paris, and J. A. Barré, 
Professeur de Neurologie 4 la Faculté de Médecine de Strasbourg. 
Paris: Masson et Cie. 1920. (Med. 8vo, pp. xii + 463; 71 figures. 
Fr. 18 net.) 

4A Laboratory Outline of Embryology, with Special Reference to the 
Chick and the Pig. By F. R. Lillie and C. R. Moore. Chicago: 
University of Chigago Press. 1919. (Cr. 8vo, pp. 66. 0.35 doi.) 


The whole course would occupy about one term if two 


periods a week were given to it. During the first two — 


wecks the student would acquire a general knowledge of 
the appearance and gruss anatomy of pig and chick 
embryos of various ages. After that he would study in 
greater detail not a whole embryo of this or that age, but 
the development of the heart, or the central nervous 
system, or the gut, from the earliest rudiment upwards, 
We entirely agree with the authors that it is by studying 
the development of one system that the student will best 
learn his embryology, and be most likely to acquire real 
interest in it. 


NOTES ON BOOKS. 


A STUDY of arterio-venous fistula, written at the suggestion 


of Professor Halstead by Dr. C. L. CALLANDAR,® is of 
historical value. The bibliography runs to 312 numbers, 
and goes back to Hunter. A table of the 447. cases, on an 
analysis of which the essay is founded, is given, as well as 
a supplementary table of those instances in which proxi- 
mal dilatation of the artery is mentioned. It was this 
point, proximal dilatation in the presence of congenital 
stricture or artificial obstruction, that interested Halstead, 
but the author has contributed no personal views to its 
elucidation. For the rest, since the observations relate 
almost exclusively to pre-war studies, and do not, it 
seems, do complete justice to the views of Japanese 
surgeons after their Russian war experiences, or to the 
existing French textbook accounts, there is but little return 
for an expenditure of almost 15s. It is a useful work of 
reference for future writers upon the subject, but the 
practical surgeon will turn to Makins. 


Dr. WALSH is well known as a writer on the history of 
medicine, and his little volume on Medieval Medicines 
deals with the development of medical science and practice 
in the dark ages between the fifth and the fifteenth cen- 
turies of the present era. Not that Dr. Walsh would agree 
to call these the dark ages of medicine, and indeed he 
argues in every chapter that the science and art of medicine 
and surgery grew vigorously as the later of these centuries 
passed, at Salerno, at Montpellier, in Italy, and elsewhere, 
The time has not yet come when the full history of scien- 
tific or medical progress in these times can be written, and 
Dr. Walsh’s treatment of the subject is, as he says, 
fragmentary. 


Kala-azar and its Treatment, by Dr. BRAHMACHARI, has 
now reached its second edition ;? the text has been 
thoroughly revised and enlarged, and Surgeon-General 
Robinson contributes a foreword. In the preface to the 
second edition the author says that the first edition was 
exhausted in less than twelve months, which speaks for 
itself. The’ present edition covers several fields not 
already dealt with and will also prove useful to those who 


have to deal with local or general leishmaniasis. There | 


are twenty-nine chapters and perhaps the text is a little 
drawn out in places and unnecessarily discursive, but, 
apart from that, the information contained in the: book is 
generally accurate and should be useful to physicians who 
are called upon to treat such cases. Temperature charts 
and photographs illustrate the different points. 


5 The Johns Hopkins Hospital Reports, vol. xix, fase. iii: Study of 
Arterio-venous Fistula, with an Analysis of 447 Cases. By Curle Ll. 
Callandar. Baltimore: Johns Hopkins Press, 1920. (Sup. roy. 8vo, 
pp. 260: 357 illustrations. 2.50 dols.) 

6 Medieval Medicine. By James J. Walsh, M.D., Ph.D., Se.D., 
Litt.D., Medical Director, Sociological Department, Fordham Uni- 
versity, etc. London: A.and C. Back, Ltd. 1920. (Cr. 8vo, pp. 221. 
7s. 6d. net.) 

7 Kala-azar and its Treatment. By Upendranath Brahmacbari, 
M.D. With a foreword by Major-General W. H. B. Robinson, C.B., 
I.M.S. Second edition, thoroughly revised, and extensively enlarged. 
London and Calcutta: Butterworth and Co. 1920. (Demy 8vo, pp. 262; 
31 plates, 25 charts. 7 rupees net.) 


MEssRs. J. AND A. CHURCHILL will shortly publish new - 


editions of The Anatomy of the Human Skeleton, by Mr. 
J. E.S. Frazer; Massage: its Principles and Practice, by 
Dr. J. B. Mennell; and A Tertbook of Materia Medica, 
by Professor H. G. Greenish. The same firm announces 
A Synopsis of Hygiene, by Dr. W. W. Jameson and Mr. 
F. T. Marchant. 

WE have received the'’first six numbers of Clujul Medical, 
a monthly journal published in the Rumanian language 
by the Faculty of Medicine and Medical Society of Cluj 
(KJausenburg). The first number, which appeared last 
February, contains an interesting account of the medical 
faculty at Cluj 
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SEW CONCEPTIONS REGARDING IMMUNITY 
To THE ENTERIC FEVERS. 


Part I. 
i 1 investigations by Besredka, of 
Tas recent experi ot infection in 
t phoid aratyphoid, and dysenteric infections, and the 
producing active immunity against them, are 
~y ch enormous practical importance and so subversive 
of th ideas hitherto held by bacteriologists that they 
: it close study by the whole medical profession. The 
post f Besredka’s work were published for the most 
‘Annales de UInstitut Pasteur of last year. 
The first paper deals with dysentery. Despite the fre- 
uency of dysentery in all the contending armies, and 
although laboratory experiments were quite as favourable 
to the efficacy of dysentery vaccination as to that for 
typhoid and paratyphoid fevers, few attempts were made 
to vaccinate soldiers against dysentery, chiefly on account 
of the severe toxic effects following subcutaneous injection 
‘of killed cultures. It was generally agreed that it was 
impossible to reproduce these infectious diseases experi- 
mentally by oral administration of the organisms, and that 
killed cultures of the bacilli of dysentery, typhoid, para- 
typhoid, and cholera were quite inoffensive when given 
by that route. Besredka,' however, found that this im- 
munity from poisoning by killed bacilli could easily be 
overcome; he succeeded in killing several rabbits by 
giving them by the mouth killed cultures of Shiga’s 
bacillus, and in these fatal cases he found haemorrhagic 
lesions of the intestine. With smailer doses he provoked 
temporary intestinal lesions. 


Results of Intravenous and Subcutaneous Injections 

of Living Cultures. 

When fatal doses of the living cultures of Shiga’s bacillus 
were injected into the veins of rabbits post-mortem exami- 
nation revealed lesions confined to the intestines; the 
vessels in the bowel wall were greatly dilated and the 
contents of the small intestine throughout almost its whole 
extent were liquid and mixed with bubbles of gas. Bac- 
teriological examination, especially in the animals that 
died within twenty-four hours, revealed dysentery bacilli 
in abundance and in pure culture in the contents of the 
snall intestine and in the gall bladder; the other organs 
were invariably sterile and no bacteria could be found in 
the blood, in the kidney, or in the urine. Thus it is seen 
that the inoculation of the dysentery virus directly into 
the circulation does not produce a septicaemia; though 
rapidly fatal, the infection remains strictly limited to the 
intestinal apparatus. The results of subcutaneous injec- 
tions were even more instructive. So far from becoming 
generalized and producing death by septicaemia when 
large doses were given, the virus remained for a consider- 
able time localized in the cellular tissue, giving off toxic 
products which had a peculiar affinity for the intestinal 
wall in that they produced there their maximum effect. 
But the process did not stop there. After liberation of the 
endotoxin the bacilli in their turn were mobilized and, 
leaving their original site, made their way towards the 
intestinal mucosa. In fatal cases the blood, spleen, liver, 
and urine were quite sterile, but dysentery bacilli were 
recovered from the gall bladder and especially from the 
contents of the small intestine, where they were often 
present in pure culture. The mechanism of. dysenteric 
toxi-infection was invariably the same, whatever the portal 
of entry of the virus. However infected, by the blood 
stream or by the subcutaneous route, with living cultures 
or with killed cultures or endotoxin, the animal reacted 
only by its intestinal apparatus. In other words, whatever 
be the mode of administration of the virus, the animal 
reacts as if it had received it directly by the oral route. 

The consequences of administration by the intravenous 
route, which is the most direct, and allows most, if not all, 
of the virus to get rapidly to the intestine, are the most 
severe. The oral route is the most inoffensive, for the 
virus, being diluted in the alimentary mass and acted on 
in its passage by the various ferments, is carried more 
slowly to its point of action. The subcutaneous route is 
certainly much less severe than the intravenous, but it has 
‘Rot the advantage of the oral route; the virus remains to 


“1 Annales de U’Inst. Past., yol. xxxiii, 1919, May, p. 301; August, p. 557; 


a great extent localized at the site of injection, liberating 
endotoxin under the skin, where it produces great oedema. 
Only a feeble part of the injected virus succeeds in 
escaping the subcutaneous absorbent filter and reaching 
the intestine. 

According to this conception, the effectively acting dose 
of the virus scarcely varies; if one is obliged to vary the 
doses administered in order to obtain the same effect, it is 
because by the different routes the virus is liable to very 
unequal amounts of loss. 


Agglutination Reactions. 

In those rabbits which ingested killed cultures of 
Shiga’s bacillus and survived, the agglutination reaction 
of their serum was particularly instructive. When only 
a single ingestion of dead bacilli had been allowed, the 
agglutinin after eighteen days reached a maximum of 1 in 
200, and after a month fell to the normal 1 in 50 or so. 
When two ingestions at eight days’ interval had been 
allowed, the examination of the serum after eight, twelve, 
and twenty-four days (counting from the second ingestion) 
failed to show any trace of agglutinins. The conclusion 
from these experiments is that the ingestion of massive 
doses of killed dysentery bacilli is followed by the pro- 
duction of specific agglutinin lasting for a very iimited 
time only; the renewal of the ingestion, so far from in- 
creasing the small quantity of agglutinins, is followed a 
month afterwards by their complete disappearance. It 
would seem that after the first absorption of the organisms 
the intestine refuses to absorb any further quantity. 
Further, the serum of such rabbits did not contain any 
preventive antibody, for when injected into mice which 
were afterwards inoculated peritoneally with fatal doses 
of dysentery bacilli, it had no more preventive power than 
normal serum. 

It remained to see how these rabbits, which carried in 
their blood neither agglutinin, preventive antibody, nor 
apparently any other antibody, behaved when they were 
subsequently inoculated intravenously with a certainly 
fatal dose of the dysenteric virus. The detailed experi- 
ments showed that both the rabbits which had had a 
single ingestion of killed bacilli (and contained feeble 
amounts of antibody in their blood) and those which 
had had two ingestions (and contained no antibodies in 
their blood) behaved similarly when tested by intravenous 
injections of living bacilli which killed the control animals 
in twenty-four hours. The rabbits previously treated with 
killed cultures of the Shiga bacillus, administered by 
mouth, were solidly protected against fatal dysenteric 
infection. The same phenomena were established with 
mice. 

The experiments bring out the fact that the ingestion 
of killed dysentery bacilli, alone or preferably mixed with 
bile, practised once, or preferably twice, confers a solid 
active immunity of such a degree that the animal can 
bear with impunity an inoculation of living virus so severe 
that it kills the untreated controls, rabbits or mice, within 
twenty-four hours. 


Mechanism of Immunity. 

As the rabbits under experiment contained in their 
blood no antibodies that could be detected in vitro or 
in vivo, the immunity which they acquired must be 
essentially local. Besredka believes that the immunity 
is established in the intestine at the site of the lesions 
following the first ingestion of the bacillary bodies. - It 
is because of the erosion of the intestinal mucosa that 
a part of the antigen succeeds in penetrating the intes- 
tinal wall, reaching the blood, and there giving rise to 
certain antibodies—namely, the agglutinins. But when 
this breach of the wall is repaired a solid immunity is 
established : the intestinal barrier becomes unbreakable, 
If the ingestion is repeated, no more antigen can gain 
access to the circulating blood: no further formation of 
antibody occurs. 

Besredka discusses how this local intestinal immunity 
following the ingestion of the organisms can be placed in 
relationship with the general immunity or the brief 
immunity acquired after vaccination by the subcutaneous 
route. Is the intestinal.immunity a local manifestation 
of the general immunity, and, as such, is it subordinated 


to it, or are the two kinds of immunity established inde- 


pendently of each other? Above all, in view of the active 


of 
ef 
e | 
le 
e. 
n- « 
id 
Sy | | 5 
aS 
on | 
al 
he 
as 
ot 
ho = 
re 
tle = 
Mt, = 
| 
ho 
rts 
‘of 
vo, é 
D., 
Ini- 
221, 
ari, 
B., 
sed. 
62; 
ew - 
Mr. 
by 
Ca, 
ces : 
Mr. 
age 
‘uj 
last 
ical 


326 AUG. 28, 1920] 


IMMUNITY TO THE ENTERIC FEVERS. — 


local immunity which he has demonstrated, is there any- 
thing to be gained by endeavouring to obtain a general 
immunity—that is, the production of antibodies in the 
blood—as has hitherto been the great aim? In his 
opinion (not only in dysentery but also in typhoid and 
paratyphoid infections, as he subsequently showed) the 
animals bave only a single means of acquiring active 
immunity, and, no matter what be the mode of vaccination 
adopted—subcutaneous, intravenous, or oral—the resulting 
active immunity is invariably local, that is, intestinal. In 
all these infections vaccination is only efficacious when 
the vaccine finally reaches the intestine or certain zones 
of it. If the vaccination is more efficacious when per- 
formed by the intravenous than by the subcutaneous 
route, it is because in the former case the vaccine arrives 
more rapidly and almost integrally at the intestine. For 
the same reason living vaccine, sensitized or not, would be 
more efficacious than dead vaccine. More massive and 
repeated doses are required of vaccine given subcutane- 
ously; here the vaccination takes an indirect route. Much 
of the vaccinating substance is lost on the way; fixed to 
the connective tissue elements it may never reach its 
destination. Intraperitoneal or intravenous routes are the 
direct certain lines of transit, and make for economy of 
vaccine, but they are not practical because of the secondary 
reactions which they bring about. The mode of vaccina- 
tion to be preferred is that bythe oral route; it gets to 
its required position directly and with the maximum of 
security. Just as the lesions are the same whatever the 
portal of entry of the virus, so also the mode of action of 
the virus is the same. The antibodies which appear in the 
blood in vaccination by other than oral routes are only 
useful, in Besredka’s opinion, in passive immunity; in 
active immunity they play no part. Further, in aiming at 
active immunity, antibody production should not be looked 
for: the production of antibodies should be avoided, for 
they are acquired at the expense of bodily reactions which 
are sometimes very serious. Preliminary essays in man 
have shown that the administration by mouth of killed 
cultures of the Shiga bacillus is accompanied by neither 
local nor general reaction. 


Experimental Reproduction of Typhoid and 
Paratyphoid Fever. 

Progress in vaccination treatment can only be realized 
by the study of a properly produced infection, and one 
endeavours to find an animal in which the characteristic 
picture, or at least an essential part of it, is given. The 
peritonitis produced in guinea-pigs by the inoculation of 
typhoid bacilli is a very imperfect disease. . Metchnikoff, 
it is true, obtained in chimpanzees a characteristic replica 
of human typhoid, but for obvious reasons the experiments 
cannot be carried on on a large scale. Such laboratory 
animals as rabbits, guinea-pigs, and mice are sensitive to 
the inoculation of paratyphoid bacilli, and subcutaneous 
inoculation is less severe than intravenous or intra- 
peritoneal, but even with small doses a fatal result is too 
often immediately obtained. Curiously enough, these 
animals are practically invulnerable to the virus given 
orally: enormous doses can be ingested without producing 
any apparent change. This immunity to the ingested 
virus has been attributed to the arrest of the bacilli in the 
stomach or the intestine or both. It is found that 
B. paratyphosus B, introduced by the mouth, passes 
through the pylorus, and that it is in the mucosa of the 
intestine that it meets with an obstacle to its dis- 
semination in the body. Can this intestinal barrier be 
weakened, the mucous membrane being modified by 
some inoffensive agent that creates a breach and allows 
the bacilli to pass through the wall? In numerous 
experiments Besredka found that ox bile given by 
mouth to rabbits rendered them sensitive to the virus 
of paratyphoid fever. This substance not only has the 
effect of enriching the intestinal contents in virus, but 
also intensifies the biliary secretion of the rabbit, and 
this reinforced secretion produces an intense desquama- 
tion of the intestinal mucous membrane, and thus favours 
the absorption and generalization of the virus. This 
sensitizing power of the bile may be demonstrated by 
introducing paratyphoid bacilli either by the mouth or 
intravenously. Rabbits are practically refractory to oral 
ingestion of the infecting bacilli, but if previously given 


bile by the mouth an infection fatal in a few days wag 
produced. After an incubation period of one to four days, 
during which no symptoms were evident, diarrhoea get 


in; the animal remained motionless, taking practically © 


no food, and having profuse diarrhoea. After two or 
three days, as a rule, the rabbit died with profound 
hypothermy; sometimes the disease lasted for t\elve or 
fifteen days. At the autopsy the appearance of the small 
intestine was striking; it was deeply congested, almost 
transparent, and filled with a greenish viscous fluid con. 
taining desquamated, epithelium. In the walls, thinned 
by desquamation, the turgescent Peyer's patches showed 
prominently. Another striking feature was distension of 
the gall bladder by greenish-blue transparent or colour. 
less turbid bile. Cultivations of the bile and also of the 
blood in the very acute cases gave pure cultures of para. 
typhoid bacilli. The stomach contents were sterile; the 
contents of the small intestine gave abundant, often pure, 
cultures of the organism; in the large intestine also the 
bacilli were found but were fewer as the termination 
was approached. 

By injecting paratyphoid bacilli intravenously there wag 
produced a generalized infection the gravity of which 
depended on the quantity injected. If the infection wag 
fatal a positive blood culture was always obtained, but the 
conclusion is not justified that the virus killed the animal 
because it invaded the vascular system. When the animal 
survived for several days, though the bacilli might still be 
isolated from the heart blood, the death later was not due 
to septicaemia. A closer examination of the animal showed 
the presence of organisms where one would least expect 
them. Cultures showed that in comparison with the few 
colonies obtained from the blood, numerous colonies were 
obtained from the gall bladder, duodenum, jejunum, and 
very often in practically the whole of the small intestine, 
The later the occurrence of death the more numerous were 
the bacilli in the intestinal contents. The significant 
pathological processes took place not in the blood but in the 
gall bladder and intestines. The lesions following the 
intravenous injection of paratyphoid bacilli were thus 
similar to those found after oral ingestion ; the mechanism 
of infection, bacteriologically and anatomically, was the 
same in both cases, 


Typhoid Infection.. 

This applied in a large measure to experiments with 
B. typhosus. In this case the impression formed was that 
although the septicaemia was sometimes more pronounced 
the difference was insignificant. Not only the rabbit, but 
all other laboratory animals are totally refractory to the 
oral administration of the typhoid virus; only the chim- 
panzee can be infected by mouth. On intravenous inocau- 
lation of typhoid bacilli a characteristic localization of the 
lesions in the small intestine was produced: When death 
was delayed for several days, the bacilli were found from 
the gall bladder to the caecum, sometimes associated with 
B. coli, sometimes in pure culture. The typhoid bacilli thus 
introduced into the general circulation do not long remain 
in the blood; they pass into the kidneys, and especially 
into the intestine, where they displace other bacteria 
normally present. In a considerable part, especially the 
upper part, of the small intestine they were found in pure 
culture. The only lesions visible to the naked eye were 
those of the small intestine; its walls were deeply con- 
gested and its contents were of a characteristic liquid 
consistence. The appearance was exactly the same as 
that produced in the chimpanzee by the oral ingestion 
of typhoid bacilli, Thus the mechanism of infection by 
= does not differ sensibly from that by the oral 
route. 

The sensitization by means of ox bile occurred when 
the virus was introduced either by the veins or by the 
mouth. The fatal dose in intravenous inoculation was 
found to be much less when the animal was — 
bile than when not thus treated. Whatever the po 
of entry of the virus, the previous ingestion of bile had 
the effect of breaking down the natural immunity; it 
caused a breach in the intestinal wall. It was the in- 
tegrity of the latter which gave the non-sensitized normal 
rabbit its immunity. The mechanism of immunity, there- 
fore, rests in a large measure on that of the intestinal 


wall: it is local. 
(To be concluded.) 
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HOSPITAL LEGISLATION. 


‘liamentary Notes last week we gave a short 
of. the matters dealt with in the 
Ministry of Health (Miscellaneous Provisions) Bill 
introduced by Dr. Addison into the House of Commons 
on August 16th. It is entitled «A Bill to amend the 
law relating to the housing of the people, public 
health, and local government, and for purposes in 
connexion therewith.” The first part of the measure 
is concerned wholly with housing ; the second part is 
appropriately headed “ Miscellaneous.” One clause in 
this second part has attracted more attention than all 
the rest of the bill, for its terms give ground for the 
apprehension that it marks the beginning of the end 
of the voluntary hospital system of which the country 
has been justly proud. ; 

The financial position of voluntary hospitals is 
admittedly difficult. It had, before the war, been 
growing less and less easy to find funds for current 
expenses, and for capital expenditure rendered neces- 
sary by increase in the number of patients, by the 
need for larger nursing staffs and their better 
accommodation, and generally by the growing com- 
plexity of medical and surgical methods. The sub- 
sidies received from the War Office and the post- 
ponement of repairs and extensions served to conceal 
for a time the inevitable effect which the change 
in economic conditions was having on hospital finance; 
on the one hand the rise in the price of all com- 
modities increased expenditure, and on the other, the 
immense growth in the burden of taxation diminished 
‘subscrip#ens. As the inquiries Sir Napier Burnett 
made for the Joint Council of the British Red Cross 
and Order of St. John showed, some hospitals were 
more affected by these circumstances than others, but 
a great deal of attention has been drawn to the straits 
in which the London Hospital and certain other 
hospitals in the metropolis find themselves. 

The Minister of Health, when questioned in the 
House of Commons at various times during the last 
few months, has replied that while the necessity for 
coming to the help of the hospitals was recognized, he 
was anxious not to lose the advantages of the volun- 
tary system. Clause 11 of the bill may be taken to 
be the solution he presents. It gives power to county 
and county borough councils (a) to supply and main- 
tain hospitals, including out-patient departments, for 
the treatment of illnesses and diseases generally, or 
any particular illness or class of illnesses; (6) to con- 


_ tribute, on such terms and conditions as the Minister 


may approve, to any .voluntary hospitals or similar 
institutions within their area; and (c) to undertake 
the maintenance of ‘any Poor Law hospitals and 
infrmaries within their area. It may be assumed 
that the reason why the proposals were not reserved 
until Parliament reassembles in October, but were 
brought in so shortly before the adjournment, was 
the desire of the Minister to gauge public opinion, and 
to learn during the recess the kind of criticism he 
would have to meet when the time for parliamentary 
discussion comes, 


So far as it has yet found expression, the opinion of 
those engaged in working the voluntary system is that 
the result of giving power to the councils of counties 
and large cities to subscribe to voluntary hospitals 
will be that in no long time all hospitals will be on 
the rates ; the’voluntary subscriber must, it is argued, 
quickly disappear, since he will feel that his subserip- 
tion will go merely in relief of the rates. Further, 
since it is proposed to give the councils power to 
establish hospitals, and for this and similar purposes 
to raise money on loan, it is considered unlikely that 
the public will respond to appeals for the building 
of new hospitals or the repair and extension of 
those already existing ; it is feared also that testators 
will be little disposed to include hospitals among 
the institutions to which they will make bequests, 
The force of these contentions cannot be questioned, 
and it is impossible to avoid the conclusion that 
Dr. Addison, in seeking to assist the voluntary hos- 
pitals, has, in fact, imperilled their continued existence 
as such. At the same time it is to be remembered 
that, as our Parliamentary correspondent points out, 
the Public Health Act of 1875 gave local authorities 
wide powers to provide hospitals or contract with 
existing hospitals to receive sick persons. This has 
generally been interpreted to apply to infectious 
diseases, but the terms are wide, and have been held 
to justify such action as has been taken at Bradford 
and some other places. Dr. Addison’s immediate 
object may be to regularize the position; at the 
same time to increase the control of the Ministry by 
specifically giving it power to determine the con- 
ditions under which local authorities shall make 
contributions to hospitals is open to criticism, inas- 
much as there will be a risk that local know- 
ledge and experience may be hampered by a code of 
regulations which, however carefully prepared and 
however conscientiously interpreted by an official in 
Whitehall, must impede progress. The conditions in 
general terms, and the more general the better, should 
be in the bill. 

The reports of the Medical Consultative Councils 
for England and Wales advised the supply and main- 
tenance of centres of the nature of hospitals or out- 
aie departments, and the utilization of Poor Law 

ospitals and infirmaries. The Government is pledged 
to reform the Poor Law, in fact to “reform it alto- 
gether,” and we should have preferred to have seen 
a measure dealing with the system as a whole, rather 
than incidental legislation of this kind. The condi- 
tions under which the Poor Law hospitals and in- 
firmaries are to be taken over by the councils are not 
defined, and there is no indication that the problem 
of the revision of areas has been considered. Nor is 
there any piney ae the question of the area to 
be served by each fiospital has been tackled. The 
larger hospitals, and in particular the teaching 
hospitals, receive patients from areas far outside: the 
county or county borough in which they are situated. 
Again, there is no hint as to the classes for whom 
extended accommodation is to be made available, nor 
as to the basis on which treatment is to be supplied. 
Apparently a rate-supported hospital system must be 
open to everybody. 

The main defect in the proposal is that it does not 
face the need for providing means by which the 
medical profession, as such, shall be able to express— 
and in some measure to enforce—its opinion; the vital 
importance of the medical profession having a respon- 
sible share in the health authority has been insisted 
upon by the British Medical Association, and was fully 
recognized by the Medical Consultative Council, which 
recommended the establishment of a Medical Advisory 
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Council for each area, probably a county or county 
borough, this Council to nominate a certain number 
of medical men to be co-opted on the health authority. 
We had hoped that this principle was accepted by 
‘the Ministry of Health. The legislation now proposed 
contains no evidence that the principle has been 
remembered, nor is there any evidence that the pro- 
posal is a temporary expedient to tide over the present 
financial emergency. It must be taken to express the 
‘policy of the Ministry, and we can only regret the 
way in which it has been brought forward. The 
‘hospital problem cannot be treated by itself; it has 
too many aspects, is a matter of too great and too 
serious importance, to be settled by a clause in a 
miscellaneous bill. The medical profession no less 
than the public at large has a right to ask that this 
problem shall be dealt with in a detailed special bill 
containing definitions of principles and terms. 


INTRAVENOUS PEPTONE. 


Some years ago Professor P. Nolf of Liége satisfied 
himself that the subcutaneous or intramuscular in- 
jection of pure peptone was of considerable thera- 
peutic value in the treatment of haemophilia, of 
purpura, and even of paroxysmal haemoglobinuria. 
Encouraged by the effects of peptone in controlling 
haemorrhage of this kind, he proceeded to use this 
substance in typhoid fever and other infections. The 
results of these later experiences were published early 
in 1917. Nolf used peptone originally to check 
intestinal haemorrhage, but found that not only was 
bleeding from the bowel reduced, but that the 
administration of peptone had a definite effect in 
ameliorating the general condition of the patient. In 
two cases the temperature fell rapidly to normal. 
Nolf at first reserved the use of peptone for the severer 
cases, but soon came to employ it as a routine. Sub- 
sequently he had opportunities of trying this mode 
of therapeusis in Depage’s Ambulance de l’Océan at 
La Panne. Peptone was tried there in cases of severe 
septicaemia following gunshot wounds. Five out of 
his first six cases of streptococcal septicaemia re- 
covered. In all six Streptococcus pyogenes was grown 
from the blood. Repeated injections of peptone 
were made in all of these cases, and it appeared that 
when the injections were stopped the organisms 
tended once again to appear in the blood stream. 
The clinical histories of these cases, which are given 
in much detail, ave of great interest. Several patients 
whose condition seemed quite hopeless recovered. 
With staphylococcal septicaemia Nolf was not so 
successful, two out of three cases dying, probably 
because peptone treatment was instituted too late. 
Peptone was used after this in all severe infections 
whether blood cultures were positive or not. 

The peptone was given intravenously with a 
10 c.cm. syringe @nd fine needle. The strength of the 
solution used was 10 per cent., and 8 to 15 c.cm. were 
injected, usually 10 c.cm. It is important to use a 
good quality of peptone, that made for bacteriological 
purposes being the best. Whatever kind is used, it 
is essential that it should be free from disagreeable 
odour. The injection must be made very slowly and 
on no account should more than 5 c.cm. be injected 
es minute. An untried specimen of peptone must 

injected a drop at a time; untoward signs are 
acceleration of the pulse, cyanosis, and headache. 
Sometimes such symptoms occur with good peptone, 
but, if so, they will disappear in a minute or two, and 
tbe injection may then be continued. Nolf recom- 


mends any surgeon who feels nervous about the 
method to dissolve the peptone in 150 to 200 c.em, of 
saline and give it intravenously in this diluted form 
He does not use that method himself, preferring the 
concentrated dose. Nolf reminds his readers that 
peptone shock can be readily overcome, like anaphy. 
lactic shock, by the subcutaneous administration of 
adrenalin or by the inhalation of ether. It appears 
to be due always to the too rapid injection of the 
protein. Peptone can, and must, be sterilized in the 
autoclave. The injection of peptone is followed 
sometimes by a slight rigor and sweating, but the 
patient sleeps better, and the next day the tempera. 
ture is lower. It is kest to make the injection in the 
morning and repeat it every other day. 

Nolf has more recently tried the effects of peptone 
injections in acute rheumatism, and finds sodium 
salicylate to be much more efficacious if combined 
with peptone than when given alone. He i!lustrates 
the therapeutics of the method by several cases, 
Cecil found that good results followed intravenous 
administration of typhoid vaccine in forty cases of 
rheumatic fever and acute arthritis. Others who have 
successfully employed foreign protein therapy in the 
treatment of arthritis are Peterson, and Miller and 
Lusk. Dr. A. G. Auld, in several communications 
to this JourNAL, has recorded encouraging results 
from the treatment of asthma by peptone. In 
our issue of February 28th, 1920, Dr. A. E. Gow 
gave an account of the therapeutic employment of 
peptone (as well as other foreign proteins) given intra- 
venously, He summarized the trials made by others, 
and reported numerous instances in which he had 
treated by one or other of these methods cases of 
pyelonephritis, pyogenic infections (general and local), 
streptococcal septicaemia, and arthritis. He concluded 
that intravenous protein therapy had great value in 
certain carefully selected cases; but it should be 
regarded solely as an accessory weapon in our arma- 
ment, and used in conjunction with, not in place of, 
other remedies. 

Professor Nolf claims no empirical or specific powers 
for peptone. He has had considerable experience with 
colloidal gold and silver, and finds the effects of all, 
three very similar. He holds that the reaction which 
follows the injection is due to change in the col- 
loidal equilibrium of the blood, and believes that 
the good effects which have followed the injection of 
non-specific serums in the treatment of septicaemia 
and typhoid and typhus fevers are to be attributed 
to their common content of a colloid. The too rapid 
injection of peptone leads to disagreeable symptoms, 
the slow administration to most salutary effects. It 
is admitted that the most important constituents of 
the blood, in the battle with infections, are the white 
cells and the albumins of the plasma. On both of 
these peptone appears to have a well marked effect, 
but precise information drawn from animal experi- 
ment is lacking. Special advantages of peptone are 
its handiness and its usefulness as an adjuvant in 
those infections the germ of which still eludes 
discovery. 


+. 


A PURE RACE. 


Proresson Kart Prarson’s address as president of the 
Anthropological Section of the British Association at 
Cardiff was a powerful appeal to his fellow-workers to 
throw aside “these rusty old weapons, tlicse measure- 
ments of stature and records of eye colour,” and devot3 


_ themselves to the investigation and measurement of those 


human qualities which really matter: “bodily health and 
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to what we and 

” the course of this appeal Professor 
interesting observations regarding 
— He alluded to the belief, still widely held, 
of history there were 

; hh marked by definite physical an 

Professor Pearson does not share 
“Let us, however, grant that there were 
at thé beginning of history than we find 
| a us suppose a@ Nordic race with a certain 
pe a given pigmentation, a given shape of head, 
and ey given mentality. And again we will suppose 
an Alpine race, differing markedly in type from the 
Nordic race. What happens if we cross members of the 
two races and proceed to a race of hybrids? A Mendelian 
would tell us that these characters are sorted out like 
cards from a pack in all sorts of novel combinations. 
Nordic mentality will be found with short stature and dark 


mental aptitude— 


purity of race. 
that at the dawn 


~ eyes; a tall but brachycephalic individual will combine 


Alpine mentality with blue eyes. Without accepting fully 
the Mendelian theory, we can at least accept the result of 
mass observations, which show that the association between 
superficial physical measurements and mentality is of the 
slenderest lind. If you keep within one class, my own 
measurements show me that there is only the slightest 
relation between intelligence and the size and shape of the 
head. ... We talk as if it was our population which was 
mixed and not our germ-plasm.” There is nothing more 
certain than that in late neolithic times our land was the 
scene of just such an experiment as is here postulated by 
Professor Pearson—a mixture of long-headed and round- 
headed types. The Alpine or round-headed invaders of 
that date are usually known as the “Beaker” people, 
because of the kind of earthenware vessel which they 
buried with their dead. They had flat occiputs and rugged 
facial features, with beetling eyebrow ridges such as 
Darwin had. Darwin, too, had the flattened occiput, as 
had also his cousin, Francis Galton. Darwin is one of the 
best known physical reproductions of the “ Beaker” type. 
It is a type which is rarely seen among Englishmen who 
earn a living by manual labour, but is common among the 
classes less dependent on the labour of their hands. “ We 
are accustomed,” Professor Pearson remarked, “to speak 
of a typical Englishman. For example, Charles Darwin, 
we think of his mind as a typical English mind, working 
in a typical English manner ; yet when we come to study 
his pedigree we scek in vain for purity of race.” There- 
upon he sets out to trace the pedigree of this typical 
Englishman. Darwin’s germ-plasm was drawn from all 
parts of Europe—from four different lines of Irish kinglets, 
from as many lines of Scottish and Pictish kings, from 
natives of the Isle of Man, from Alfred the Great 
and early Anglo-Saxons, from the great Charles of 
France and Carlovingians, from Saxon Emperors of 
Germany, from nobles of Norway as well as of Normandy, 
from Dukes of Bavaria, Saxony, and Flanders, from 


Princes of Savoy and Kings of Italy, not to speak of Hun | 


rulers of Hungary and Greek Emperors of Constantinople. 
Thus our typical English Dggwin is but a product of the 
germ-plasm of all Europe! “Professor Pearson does not 
expect that any other Englishman would be in a better 
case supposing that the data existed for proving the source 
of the germ-plasm which gave him birth. Every one of us 
may combine in our bodies characters which were scattered 
in a million of individuals at the time of the Norman 
conquest. Still the fact remains that in these “ beaker” 
barrows of Salisbury Plain, 3,000 years old and more, we 
find the features of face and head which Darwin repro- 
duced in our own time. In spite of mixture the type 
prevails. If the extent of race mixture is so great in our 
islands, what of Central Europe, of Italy, Spain, France, 
Germany and Austria, and Russia? After all, the British 
people are probably the most homogeneous mixture of 
races in all Europe—the nearest to the anthropologist’s 
Conception of a pure race. 


ANOXAEMIA. 
Tue presidential address of Mr. J. Barcroft to the Physio- 
logical Section of the British Association this week was 
a review of the present position of knowledge as to the 
nature and consequences of deficient supply of oxygen to 
the tissue. This condition, to which the not very fortunate 
term anoxaemia has been applied, was the subject of a 
very closely reasoned lecture by Dr. J. S. Haldane, pub- 
lished in our columns on July 19th, 1919, at p. 65. The 
systematic study of the condition, which may complicate 
many disorders, was greatly stimulated during the war by 
its occurrence in shock and gas poisoning. Mr. Barcroft 
paid a warm tribute to Dr. Haldane’s teaching, to which 
“medicine owes and will owe much,” but he did not 
hesitate to differ on two points. Dr. Haldane has 
affirmed that anoxaemia not only stops the machine, but 
wrecks the machinery. Rapid deprivation of oxygen un- 


doubtedly stops the machine, probably because the cerebral 


functions cannot be performed for more than a period to 
be reckoned in seconds without oxygen. But Mr. Barcroft 
advanced evidence that the machine is not so quickly 
wrecked; he related one very striking case in which 
blocking of the superior sagittal sinus—produced by gun- 
shot wound—caused the motor areas on both sides to be 
asphyxiated until the block was relieved by operation after 
thirty-six hours; during this period the patient could 
move no limb, but he eventually recovered almost com- 
pletely, the defect left beg some weakness of the muscles 
of the toes on one side. In this case the machine was 
stopped for a relatively long time, but it was not wrecked. 
Reviewing all the facts, Mr. Barcroft arrives at the con- 
clusion that no degree of acute anoxaemia, short of com- 


plete unconsciousness, leaves anything more than the most ~ 


transient effects; even acute anoxaemia so severe as nearly 
to kill is followed by permanent effects only in elderly or 
unsound persons. Of anoxaemia which is not acute but 
continued in small degree for a considerable time Mr. 
Barcroft distinguishes three types: in the anoxic type the 
haemoglobin is not saturated to the normal extent, the 
pressure of oxygen in the blood being too low, owing to 
(1) a rare atmosphere, as at great elevations; (2) imperfect | 
ventilation of areas of lung; and (3) fluid or fibrin on the 
surface of alveolar cells. In the anaemic type, the quantity 
of functional haemoglobin is too low; and in the “stagnant” 
type the tissues do not get sufficient oxygen because the 
circulation has failed. The type of most practical im- 
portance is the anoxic; Mr. Barcroft related an experi- 
ment on himself in which he lived in a chamber for six 
days at reduced pressure: on the last day he was lying 
troubled with occasional vomiting, racked with headache, 
and able to see clearly only by an effort of concentration ; 
if this degree of the anoxic type be produced by disease. 
the patient suffers from these symptoms in addition to 
those of his primary disorder. The important practical 
point is that this form of anoxaemia can be effectually 
relieved by giving oxygen. In this Mr. Barcroft agrees 
with Dr. Haldane, but he does not accept the view that 
the pulmonary cells, when the partial pressure of oxygen 
is low, actively extract oxygen from the alveolar air and 
force it into the blood. 


STARVATION OEDEMA. 
FaminE, or rather Scarcity, the figure on the black horse 
in a well known passage of the Apocalypse, has long been 
recognized as a possible cause of oedema. There has been 
ample opportunity for the study of this oedema in the 
prisoners’ camps and among the civil population in 
Germany, and Drs. Maase and Zondek! have recently 
published an investigation of its symptoms and etiology in 
Berlin, distinguishing it from the widespread oedema that 
occurred in epidemic recurrent fever or epidemic dyscn- 
tery during the recent war. Starvation dropsy was first 
observed in the wasted civilian population of Berlin during 


'1 Das Hungerédem. By Dr. C. Maase and Priv. Doz. Dr. H. Zondek. 
Leipzig: G. Thieme. 1920, 
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the winter 1916-17, mostly in males and in the second half 
of life. Cases under thirty years of age were rarely seen 
in Berlin, whereas in Galicia and Poland half the patients 
with this oedema were children under ten years old, and 
in Munich all ages were equally affected. The onset of 
the oedema is often fairly acute, perhaps with aching 
of the legs and frequent micturition at night; some- 
times mechanical factors seem to determine its occur- 
rence, and cold certainly often leads to its appearance. 
Bradycardia and a subnormal temperature due to inanitioh 
are frequent accompaniments, often with lowering of the 
blood pressure. The oedema is generally seen first about 
the feet and legs, less often in the face. Oedema of the 
scrotum was common in the experience of these authors, 
who remark that some other writers have never met with 
it. Chemical analysis showed about one part of albumin 
in nine hundred of the oedema fluid, which also showed an 
unusually high NH; value. The degree of oedema often 
varies from day to day. The bradycardia is said not to 
depend on increased vagal tonus, and the electrocardio- 
gram is normal, as are the pulse and blood pressure; the 
authors conclude that the oedema in starvation is not 
cardiac in origin, and attribute a large share in its pro- 
duction to abnormal permeability of the capillary walls— 
a very ambiguous factor. Nothing abnormal can be found 
in the urine or in the renal functions of patients with 
starvation oedema. The blood shows evidence of dilution, 
containing as much as 81 per cent. of water; the residual 
nitrogen is greater than normal, fatty substances are 
diminished, and the alkalinity is lowered. The blood cells 
and haemoglobin are all decreased. In the early days 
starvation oedema seemed to be associated with diar- 
rhoea, but later this was not so. The patients com- 
monly suffer from fatigue and general debility, and 
in rare instances they present signs of polyneuritis, as 
if the case were one of avitaminosis. The authors de- 
vote a long chapter to the metabolism of protracted 
starvation and its oedema. They argue that the diet 
was lacking not only in protein and fat, but also in 
carbohydrate, and that starvation oedema is evidence of 
an inadequate intake of energy in the form of food, rather 
than of a diet deficient in any particular kind of food; 
here, perhaps, they hardly pay sufficient heed to the 
amount of vitamines in the Berlin diet. The pathological 
anatomy of starvation oedema showed little of interest ; 
the organs in general were wasted and atrophic, the liver 
contained little glycogen. Another long chapter is devoted 
to the whole question of the food supply in Germany, both 
before and after 1914, with details of its deficiencies during 
and after the year 1916; the conclusion is reached that 
this oedema was not attributable to an excessive consump- 
tion of common salt taken to render the scanty diet more 
palatable. An interesting account is given of the common 
association of starvation with periodic attacks of frequent 
micturition and polyuria. These attacks the authors 
regard as an abortive form of starvation oedema; both 
conditions became rarer when the German diet was 
improved in 1918. The clinical course of the oedema 
shows that the capillary walls retain their power of 
absorbing fluid unimpaired, which is not the case with 
the oedema seen in nephritis. It seems unlikely that the 
tissues have an abnormal thirst for fluid in starvation 
oedema, and the hypothesis that it is due to deficient 
activity of the thyroid gland has nothing to support it. 
Patients exhibiting this oedema have a lowered resistance 
to intercurrent infections, particularly those of the in- 
testine producing diarrhoea. The authors might have 
given more personal attention to the possible connexion 
between lack of vitamines and the occurrence of starva- 
tion oedema in their patients. 
that Colonel McCarrison, discussing dietetic deficiency and 
oedema in the Section of Tropical Medicine at Cambridge 
(reported at p. 236 in our issue of August 14th), stated that 
“fresh butter contains some substance which tends to 
protect against oedemas.” 


It will be remembered 


A CLASSIFIED DIRECTORY. 
WE understand that medical practitioners in London have 
received by post a circular from a firm styled the Businesg 
Telephone Directories, Limited, inviting them to have 
their names entered in the next issue of “ The Buff Book” 
at a fee ranging from one to four guineas according to the 
size and style of the type used in the entry. The circular 
states that the firm has entered into.an agreement with 
His Majesty’s Postmaster-General to publish, and supply 
with the Post Office Telephone Directory, a classified 
Directory of Trades and Professions (for subscribers to the 
London Telephone Exchange System), a copy of which, 
under the terms of the firm’s licence, will be supplied 
free of cost to every London telephone subscriber. It 
is added in emphatic type that ‘Professional Entries 
in this Publication are not Advertisements.” This, 
we infer, must be read in relation to the announce. 
ment overleaf, “‘ Rates for full-page or part-page adver. 
tisements for traders on application’; but this distinc. 
tion between what is and what is not an advertisement, 
convenient as it may be to the Business Telephone 
Directories, Limited, is not a ruling which should 
carry any weight with members of the medical pro. 
fession. In considering the propriety of the insertion of 
names of medical practitioners in directories and refer. 
ence books of a like nature, the Central Ethical Com. 
mittee of the British Medical Association considers that an 
essential element is the completeness or otherwise of the 
list of medical names. From this point of view the publi- 
cation would be open to objection, on the ground that it is 
a limited list with the consequent risk of the public accept- 
ing it as a list of doctors who have a special claim to the 
insertion of their names in a classified directory. From 
the information supplied in the circular before us it seems 
clear that no medical practitioner’s name (with address 
and telephone number) will appear in “ The Buff Book,” 
unless he pays the minimum fee of one guinea; this con- 
travenes the principle laid down by the Central Ethical 
Committee. <A further objection, moreover, arises in con- 
nexion with the specimens of type, at varying prices, 
shown in the circular. The publishers offer to insert a 
medical man’s name “in its correct classified position,” 
but they refrain, perhaps wisely, from indicating which 
of the four styles of type should be chosen. The un- 
pleasant impression, however, is thereby conveyed that 
a medical man is free to select the boldest type provided 
he pays the money. 


THE RISKS OF DOMICILIARY TUBERCULOSIS. 
In a report as to the tuberculosis problem from the point 
of view of the Medical Officer of Health for the City of 
Nottingham, the futility of the powers at present given to 
local authorities for the suppression of the disease is very 
clearly indicated. Notification, without any means for 
enforcement, fails to fulfil the intentions with which it 
was introduced. Concealment, as proved by the frequent 
occurrence of death immediately after notification, is only 
too common. In the vast mgjority of cases of pulmonary 
tuberculosis the risk of infection by contagion becomes 
greater as the disease advances. Assuming that the 
advanced. case, with constant output of bacilli, must be a 
source of danger to other inmates, and especially young 
inmates, of the frequently overcrowded domicile, no means 
other than persuasion are at present available to remove 
the source of possible infection from their midst. Per- 
suasion alone, unless it be supported by something more 
convincing than simple assertion, will not usually be of 
much avail. Something more definite is needed, and it 
should not be difficuli to collect such evidence of domi- 
ciliary infection as would appeal not only to individual 
sufferers, but also to the public conscience and to the 
minds of possible legislators. Medical officers of health 
have again and again called attention to the matter, but 
. their opinions have not hitherto been sufficiently supported 
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by statistical proofs. 


If domiciliary infection is an actual 

theoretical danger, the after-history of thou- 
ple ot aaa » should now be available to prove the 
poe Until such evidence is forthcoming the exact risks 
which a “contact” has to run must remain an unknown 


quantity. 


A MEDICAL SERVICE SCHEME. 

We have received from Messrs. Thomas de la Rue 
and Company certain memoranda regarding extensions 
which it is proposed to make in the medical service 
provided by this firm for persons in its employment. 
It appears that for some time the company has had 
a medical service which has gained the apprecia- 
tion of the staff and workpeople; originally the medical 
staff consisted of (1) a consulting physician and a dental 
surgeon, each giving one session of three and a half hours 
a week and more time when required, and (2) a full-time 
trained nurse. These are the only details we have of 
the service as originally constituted; the memorandum 
and the accompanying letters are concerned chiefly 
with a proposed extension. A list is given of three 
consulting physicians, three consulting surgeons, three 
oculists, two radiographers, two orthopaedic surgeons, two 
anaesthetists, and two bacteriologists, as well as specialists 
in diseases of the nervous system, chest, throat and ear, 
and skin respectively, and two each in diseases of children 
and of women. These gentlemen have consented, under 
certain specified conditions, to give advice and treatment 
to employees of the company at reduced rates, which are 
set out in a sliding scale. We are glad to observe that the 
list of medical names is marked “Confidential.” Those 
employees only who receive from the company’s medical 
adviser a certificate that specialist advice or treatment is 
necessary will be entitled to the services of the scheduled 
list of consultants. Before the authorized visit each 
patient will receive a voucher stating what proportion of 
the medical fee is payable by him. Thus patients with an 
“adjusted income” (estimated by deduction from the total 
income of one-fifth on account of a wife, and one-tenth on 
account of each child or other dependant) of £350, £450, 
£600, £800, or £1,000, would pay 10 per cent., 15 per cent., 
25 per cent., 40 per cent., or 50 per cent. respectively of 
operation fees, or 25 per cent., 30 per cent., 40 per cent., 
50 per cent., or 663 per cent. respectively of fees for con- 
sultation or non-operative treatment. The latter scale of 
percentage payment is applicable also to nursing home 
fees, of which the balance is paid by the company. A 
minimum fee of one guinea for a single visit is payable in 
all cases. Except in the case of nursing home fees, the 
reduced scale of charges applies both to employees and 
their dependants. It will be seen from all this that the 
object of the scheme is to provide for those of moderate 
means specialist medical services on something approaching 
@ co-operative basis. The memoranda and schedules are 
accompanied by a copy of a letter sent to “ large employers 
and others interested in the provision of first-rate medical 
facilities for persons of limited means.” In this letter the 
tentative suggestion is made that firms should club together 
and put up money to erect a large nursing home for the recep- 
tion of employees as patients at reduced fees; a private insti- 
tution of this kind could of course be run more efficiently 
and at less cost than smaller private homes. The issue of 
74 per cent. debentures is suggested, and the intention is 
disclaimed of making more profit than would suffice to 
pay this interest and provide a sinking fund at the rate of 
5 per cent. per annum. The materialization of such a 
scheme would be watched with interest by the medical 
profession. 


GRANT TO VOLUNTARY HOSPITALS FROM THE 
NATIONAL RELIEF FUND. 
Tue National Relief Fund, now about to be wound up, has 
made a grant of £700,000 for distribution among the 
voluntary hospitals of the United Kingdom. This 


important appropriation has been decided upon by the 
Executive Committee of the Fund after consultation with 
the Minister of Health. It is made in consequence of 
representations to the committee that many of the 
voluntary hospitals are in a critical position owing to 
deficits caused by the war, and that financial difficulties 
now limit their work to such an extent as to threaten 
widespread distress among the poorer classes in need of 
hospital treatment. The sum of £700,000 is granted 
“towards meeting the outstanding liabilities of the 
voluntary hospitals of the United Kingdom incurred 
during the five years ended December 3lst, 1919, as a 
result of the war.” The method of distributing the grant 
is under consideration, and we expect to be able to publish 
a statement on this matter in three or four weeks’ time. 
Individual hospitals will be notified when the committee 
of the Fund is in a position to begin the distribution. 
THE EDUCATIONAL NUMBER. 
THE next issue of the British Mepican Journat, that 
dated September 4th, 1920, will be the annual Educational 
Number. This will describe the requirements of the 
General Medical Council and of the various examining 
bodies, and give detailed information as to the courses 
provided for medical students and practitioners by the 
teaching institutions of the United Kingdom, together 
with notes on the Public Medical Services, post-graduation 
study, and the special branches of professional work. 


Medical Notes in Parliament. 


The Provision of Hospitals by County Counciis. 
OUR Parliamentary correspondent writes: Whatever may 
be the effect of Clause 11 of the Ministry of Health (Mis- 
cellaneous Provisions) Bill if passed into law, it is not 
intended to mark a departure in policy by the depart- 
ment, nor is it brought forward to solve the problem of 
the maintenance of the voluntary hospitals. So much may 
be gathered from authoritative quarters, although no 
official statement definitely announcing what itis expected 
may happen under the operation of the clause is likely 
to be made until Dr. Addison moves the second reading of 
the bill in the Commons. How far it may operate, and 
whether or not it is liable to have a delaying influence on 
the settlement of the whole question of hospital provision— 


inasmuch as it may be used to afford relief in someextreme . 


cases—remains to be seen. 

Broadly, the information is that the object of the clause 
is to remove doubts in regard to the working of Section 121 
of the Public Health Act, 1875, under which Bradford 
recently, with the sanction of Dr. Addison, provided a 
municipal hospital. 

This section runs as follows: 

Any local authority may provide for the use of inhabitants of their 
district hospitals or temporary places for the reception of the sick, 
and for that purpose may themselves fill such hospitals or places of 
reception; or contract for the use of any such hospital or part of a 
hospital or place of reception; or enter into any agreement with any 
person having the management of any hospitals for sick inhabitants 
of their district on payment of annual or other sum as may be agreed 
on. Two or more local authorities may combine in providing a 
common hospital. 

Reference to Lumley’s Public Health, with its numerous 
notes on this section of the Act of 1875, indicates that 
there has been considerable divergence of opinion in regard 
to the interpretation of the section, and Dr. Addison 
appears to hold that if he is called upon to sanction any 
further enterprises such as Bradford has undertaken he 
had better place himself on firm ground. Indeed, it is said 
that the new legislative proposal is meant not only to 
clarify the position as to the future, but also to regularize 
what has been done at Bradford. 

It may be recalled that on April 14th last, when interro- 
gated by Mr. Lyle as to the Bradford scheme, the Minister 
of Health said he had sanctioned it because it appeared 
to him to be the only practicable method of providing 
institutional accommodation necessary to meet the needs 
of the city. He added that he fully appreciated the value 
of the work done by the voluntary hospitals, and was 
aware of the difficulties under which they were labouring, 
but he was nos then in a position to make any definite 
statement. Mr. Lyle inquired whether what had been 
done in regard to Bradford meant that every other borough 
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and town would be enabled to set up hospitals if it applied 
in the same way. Dr. Addison said that pending further 
legislation which was being prepared, he had to consider 
cases on their merits as they arose, this being the only way 
of meeting the necessities of the situation. 

Upon this the question arises whether the insertion of 
this clause in the Miscellaneous Provisions Bill has been 
made on account of requests from the county councils. 
The answer given unofficially is that certain county 
authorities are considering the question of establishing 
public hospitals, and, Bradford already having moved in 
the matter, the proposed legislation was thought to be 
required. On the next question, whether it was contem- 
plated under the clause to proceed with hospital reorganiza- 
tion on the lines of the Dawson report, the answer was 
that the clause does not bear evidence of having been 
influenced by the Dawson report. This, it will be noted, 
leaves as a moot point whether such legislation might 
consistently lead up to the adoption of the policy outlined 
in that report. It is said also that the desire of certain 
councils to maintain general hospitals should not be con- 
strued as having anything to do with the financial position 
of existing voluntary hospitals. The demand for hospital 
accommodation is greatly increasing, and neither in 
Bradford nor elsewhere is it proposed that the municipal 
hospitals shall replace voluntary hospitals. More hospital 
accommodation is urgently needed, and the step taken at 
Bradford is one way of meeting it. 


League of Nations Health Organization.—Dr. Murray asked, 
on August 16th, what decision had been reached by the Council 
of the League of Nations at San Sebastian with regard to a per- 
manent health organization. The Prime Minister replied that 
the record of the proceedings of the Council of the League of 
Nations at San Sebastian had not vet been communicated to 
the Government. He was therefore not in a position to reply 
to the question. 

Sick Prisoners.—Mr. Briant asked the Home Secretary, on 
August 16th, whether he would consider the desirability of 
further facilities for the transfer of sick prisoners to ordinary 
hospitals. Mr. Shortt replied that the powers which already 
existed, and which were very freely used, for the transfer of 
sick prisoners to ordinary hospitals were found to be sufficient 
for the purpose. 


The House of Commons adjourned on August 16th to 
Tuesday, October 19th, subject to discretion being vested 
in the Speaker to summon an earlier assembly on short 
notice if, after consultation with the Government, he 
considered that the state of affairs required it. 


; TREATMENT OF INCIPIENT MENTAL 
DISORDER. 


AmonG the medley of clauses in Part 2 of the Ministry of 
Health (Miscellaneous Provisions) Bill, Clause 10, dealing 
with incipient mental disorder, alone has the appearance 
of a step in constructive legislation. This lays down that, 
provided the required conditions are complied with, it 
shall not be an offence to receive for six months (or such 
longer period, not exceeding in all twelve months, as may 
be approved by the Minister of Health) and whether for 
payment or not, any person suffering from mental disorder 
which is incipient in character and of recent origin, but 
not being a person who has been certified as a lunatic, or 
in respect of whom an order has been made under the 
Mental Deficiency Act, 1913. Attached to this is the 
proviso that nothing in the clause shall authorize anyone 
who has thus been received into an institution, home or 
house, to be detained there if he delivers to the person in 
charge or sends by post to the Minister notice in writing 
that he desires to be discharged. Stated shortly, the clause 
enables a person suffering from incipient mental disorder, 
but not certified under the Lunacy Acts, to be received, 
with his own consent, in an institution approved by the 
Minister, for a period of six months, without exposing those 
who receive him to penalties under the Lunacy Acts. 

The required conditions are: (a) The institution, home, 
or house must be approved for the purpose by the Minister; 
(6) no person shall be received therein except with his 
previous consent in writing and except on a written certi- 
ticate by two medical practitioners to the effect that he is 
reasonably likely to benefit by treatment therein; (c) the 
superintendent or other person in charge shall, on the 
demand of anyone having authority to inspect the place, 
produce all such written consents and certificates; (d) the 
reception under this clause of any person shall be reported 


to the Minister by the person in charge. Lastly, it is pro. 
vided that any institution, home, or house approved by 
the Minister shall be periodically inspected by officers 
appointed by him for that purpose, and that the Minister 
may make regulations for carrying the clause into effect, 

These provisions follow re i the lines advocated 
severally by the Board of Control in 1917, by a special 
committee of the Medico-Psychological Association, whose 
interim report appeared in November, 1918, and by the 
Guildhall conference on asylum committees in February, 
1919. Clause 10 approximates most closely to the pro. 
posals of the Board of Control, of which a full account 
was given in our issue of April 10th, 1920, at. page~515, 
It is to be observed that this clause takes the form 
of an amendment to, and not a comprehensive revision 
of the Lunacy Acts. It is purely permissive in character, 
leaving the whole question of the provision of accommo. 
dation and treatment for these cases to the interplay of 
demand and supply; whereas the Medico-Psychological 
Association urged the need of imposing upon local autho- 
rities the duty of providing the requisite treatment either 
directly or through voluntary organization, and insisted 
that there should be special staffing and special manage- 
ment for these institutions. If, however, Clause 10 is read 
with Clause 11 (which we discuss elsewhere) it will ba 
seen that some provision is made for development in this 
direction. We may note also that Clause 10 proyides for 
cases of mental disorder “incipient in character and of 
recent origin.” This seems a less elastic definition than 
that offered by the Board of Control, which implied a 
distinction between cases incipient in character and those 
of recent origin. 

The bill states that inspection will be by “ officerg 

appointed for that purpose by the Minister,” but until the 
regulations are made known it is not clear whether the 
new arrangements contemplated for incipient and recent 
cases of mental disorder are to be administered and super- 
vised, on behalf of the Minister, by the Board of Control 
or not. Many of those who have pressed for this reform 
have insisted on the importance for its success of sepa- 
rating these arrangements entirely from the ordinary 
lunacy administration, whether central or local, for fear 
that any association with it would fatally prejudice the 
new method in the eyes of the public. A memorandum 
on the bill, published this week by the Ministry of Health,! 
implies that this separation will be brought about under 
the operation of Clause 10. “The importance of early 
treatment of these cases,” it says, “wholly dissociated 
from the machinery of the Lunacy Acts, is now generally 
recognized, and the powers given by the clause will be 
especially useful in cases of shell-shock and_ similar 
nervous disorders.” Unless the public can be induced 
voluntarily to make use of the facilities proposed at the 
very onset of the disorder, and before things have come 
to such a pass that something drastic has to be done, 
they will fail to attain one of the most important objects 
in view, which is to arrest the disorder and restore the 
normal balance. 
_ The proposed method of detention under this bill is 
in its essentials an extension of the “ voluntary boarder” 
system, and the formality of a written application for 
admission is still required as a necessary step previous to 
reception. Such a requirement often deters the patient 
from making use of the present provisions and we regret 
its retention. It would be better, we believe, to assume 
that a person desiring treatment under this clause 
consents by implication to such restriction of his liberty 
as is necessary for his treatment, subject to the provision 
that he can at any time resume his liberty by giving notice 
in writing to that effect. This is practically the way in 
which cases of mental disorder occurring in patients in 
general hospitals have been dealt with informally in the 
past without difficulty and without abuse. 

Tt is satisfactory to note that provision is made for the 
extension of the period of treatment from six months, as 
originally foreshadowed as the standard period, to one of 
twelve months, with the approval of the Minister. Six 
months is sure to be inadequate for complete recovery in 
many cases suitable for treatment under these provisions. 
It is, however, not quite clear why a person who has once 
been certified under the Lunacy Acts and has recovered 
should be debarred from taking advantage of these pro- 
visions in the early stages of some later onset of disorder. 


1Cmd. 898. H.M. Stationety Office. Price 1d. 
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Tue NATIONALIZATION OF 

With the advent of a Labour Government to power 
the question of nationalization of hospitals is again 
bein , discussed in various quarters. At the recent 
ane meeting of the supporters of the Royal Alexandra 
Hospital for Children, Sydney, the State Governor, Sir 
Walter Davidson, in moving the adoption of the 
report of the Board of Directors, said that it was 
exceedingly creditable to the charitable public that up- 
wards of £20,000 had been contributed to the hospital 
funds. The war had created a new standard of duty in 
the public mind, and he expressed the hope that the 
hospitals of the country would long remain on a voluntary 
basis, which was best for the public and for the State. 
Dr. Clubbe, the President of the hospital, said he hoped 
the Government would never take action to nationalize the 
hospitals, and he declared that even if the Government 
were to withdraw its subsidy, they would have no hesi- 
tation in going on without it. Mr. Innes Noad, M.L.C., 
said he would deplore the day the public were relieved of 
the necessity of subscribing to hospitals owing to that 
duty being undertaken by the Government. That would 
be a sorry day both for the national virtue of charity and 


- for the welfare of institutions. 


Sotprer STUDENTS. 

Professor E. R. Holme, of the Sydney University, who 
was a member of the Australian Universities Administration 
Committee in England, has given some account of the 
work which was done by many of the students who were 
serving with the A..F. The finding of medical post- 
graduate work, hospital appointments, clinical study and so 
forth for medical officers devolved on the A.A.M.C. itself, 
particularly on Professor J. H. Anderson, of Melbourne, 
who was then Lieutenant-Colonel and Assistant Director 
of Medical Services. Between 60 and 70 resident house 
appointments for six months were taken in British 
hospitals by Australian graduates. One was appointed 
demonstrator of anatomy at University College, London, 
by Professor Elliot Smith. Another did research work 
at Oxford under Dr. J. S. Haldane, and is still engaged 
in the study of inhalation of dust as a cause of miners’ 
phthisis. Another was demonstrator of physiology at the 
London Hospital, and another acted for the Professor of 
Anatomy at Trinity College, Dublin, and yet another 
worked at the Pasteur Institute in Paris. In addition 
quite a number of students entered for the higher 
qualifications, the F.R.C.S. and M.R.C.P. of London and 
Kdinburgh. In all about 300 medical graduates had the 
benefit of further professional training in Great Britain. 
In addition about 30 dental officers took post-graduate and 
other special courses, but the majority of these went to 
the United States for that purpose. 


Correspondence, 


ARMY COUNCIL CONSTITUTION. 

Sir,—Lieut.-Colonel Fremantle’s questions in the House 
of Commons on the constitution of the Army Council, as 
reported in your issue of August 21st, are most pertinent : 
the replies of the War Lord very unsatisfactory. Mr. 
Churchill answered that “he did not think that there was 
any advantage to be gained by making the Director-General 
Army Medical Service a member of the Army Council, 
because when matters affecting the medical organization 
or administration were under consideration the Director- 
General of the Army Medical Service was called upon to 
give the Army Council the benefit of his services.” This 
may be the reply of a great brain; but surely it would be 
better common sense to realize thatif the Director-General 


of the Army Medical Service was a member of the Army 
Council he would meet the other members of that Council 
as an equal, would hear any criticisms they might make 
on his ideas, have a full voice in all deliberations, and a 
vote in the final decision, 

A few weeks since you published a letter of mine asking 
why—after the splendid eulogy of Mr. Churchill on the 
Army Medical Service during the war—neither of the 
Director-Generals of Medical Services had been the re- 
cipient of a title and pecuniary grant as bestowed upon 
certain combatant officers. Yet not a single member of 
the British Medical Association moved a pen either for 
or against the suggested rewards. 

If the members of the medical profession are not them- 
selves true to their cloth; if they do not grasp, and make 
the nation realize their intrinsic value, particularly what 
they have done in the navy and army during the war, tliey 
must not grumble at being relegated to a back seat socially, 
and that their present status in both services is one 
of toleration because they are needed. 

Now, in the piping times of peace, we should (as we did 
after the Boer war) nnite—have a British Medical Associa- 
tion committee of medical officers who have served in 
omy and war, and formulate a scheme. The scheme of 
907 was chiefly for a Territorial Medical Service to 
co-ordinate with the Regular A.M.S. for invasion. The 
late war upset many ideas, and we should now consider 
the future and establish services useful in peace, invasion, 
and for oversea work.—I am, etc., 

P. Broome 


Bletchley, Bucks, Aug. 22nd. Colonel, A.M.§.(T.F.). 


PLEURAL REFLEX SYNCOPE. 

Srr,—In replying to the letter of my former chief, Sir 
Clifford Allbutt, I have to acknowledge his kind and 
courteous method of controversy, which would almost 
render it a greater pleasure to acknowledge a correction, 
than to maintain an adverse contention. 

To anyone who has read Sir Clifford’s closely reasoned 
arguments in support of his theory of a reflex vagal death 
in angina pectoris it will, I am sure, be readily compre- 
hensible how his conclusions have commanded such wide 
acceptance, and I would gladly subscribe myself one of his 
adherents were I but convinced that a fatal reflex vagal 
syncope has ever been recorded and its vagal nature proved 
by physiological methods. 

In his letter Sir Clifford Allbutt attaches considerable 
importance to the experiments of Dr. H. K. Anderson, of 
which he gives an account in his book, but I do not think 
that Dr. Anderson does more than suggest vagal action as 
a possible explanation of the syncope observed ; at least, 
there is no evidence of proof in the brief description 
provided. I have myself twice observed fatal syncope 
during recovery from Anderson’s operation (removal of the 
stellate ganglia in the cat), but the anaesthetic employed 
was chloroform, and the syncope was proved to be due 
to ventricular fibrillation; and, further, no such fatality 
was observed when the operation was performed under 
ether; the deaths were, in fact, cases of chloroform 
syncope. It is, of course, difficult to discuss Dr. Anderson’s 
results in the absence of more definite experimental 
details, but Iam inclined to think they may be open to 
an interpretation similar to that of my own. 

In his physiological survey of the subject, Sir Clifford 
Allbutt mentions the investigations of Capp and Lewis 
into pleural reflexes, but I cannot concede that these 
workers adduce evidence of a fatal vagal reflex, and in- 


| deed they themselves consider that the vagus plays only 


a minor part in their results, which they attribute in 
greater part to a vasomotor reflex; as a matter of fact 
the tracings reproduced betray evidence of an asphyxial 
element which may very well determine the fatal vascular 
failures. 

I may add that my own acquaintance with experimental 
vagus reflexes is not incousiderable. I was at one time 
impressed with its possibilities, but after the better part 
of two years’ work on this subject I abandoned the 
research, having never found any indication that a fatal 
result could be obtained by a cardio-inhibitory reflex. 

Sir Clifford Allbutt’s letter has prompted me to look 
up old records, and I find in my possession a tracing of 
an experiment performed by Mr. Morriston Davies. The 
operation contemplated was the removal of a lobe of the 
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lung, and this had been proceeded with no further than 
the ligation of its base when the blood pressure fell precip1- 
tately to zero, and the ventricles were simultaneously 
observed to pass into fibrillation. This is just such a case 
of syncope as might be attributed, in the absence of direct 
observation, to vagal reflex action, but it was in fact a 
chloroform death, and I record it in further support of my 
contention that much that is attributed to vagal action 
may in actuality be conditioned by the peculiar irritable 
state of the heart set up by the lighter degrees of chloro- 
form anaesthesia.—I am, etc., 
London, W., Aug. 17th. Abe A. G. Levy. 


MORTALITY OF VENEREAL DISEASE. 
Sir,—Mr. Charles Russ reminds us that ‘he who never 
made a mistake never made anything,” but that is scarcely 


applicable to an egregious mistake persisted in after its — 


clear refutation, for that cannot be said to be indicative of 
an open and productive mind. It is into a mistake of that 
sort that Mr. Charles Russ has floundered, and from it no 
contortions will extricate him. He asserted that it was 
“a, serious misstatement ” to assign to venereal disease the 
third place amongst the great killing diseases, and he said 
explicitly that according to the Registrar-General’s report 
syphilis was responsible for 2,127 deaths in 1917, and 
therefore comes a very long way down in the list. But 
the Registrar-General’s returns do not in any degree 
represent the mortality due to syphilis, Mr. Charles Russ 
cither knew this or he did not, so he must take his choice 
between ignoratio elenchi or suppressio veri. 
Mr. Charles Russ must have a touching faith in the 
-Registrar-General’s report if he really believes that its 
crude and unanalysed figures are any guide to the pre- 
valence of syphilis, or to the mortality due to it. Where- 


‘ever moral consideration and character are concerned the 
‘registration certificates are apt to be euphemistically 
‘worded, and so it is more than probable that a number of 


deaths immediately due to syphilis appear under other 
headings in the Registrar-General’s report, while in none 
of the deaths for which it has been indirectly responsible 
is its operation there detectable. 

The Registrar-General informs us that in 1919 eighty- 
‘one deaths were in England and Wales attributable to 
alcoholism, acute and chronic. If Mr. Charles Russ 
supposes that that sums up the amount of killing done 
by excessive drinking I can only hand him over to the 
teetotalers to be dealt with at their discretion. 

Mr. Charles Russ has now discovered, and somewhat 
grudgingly admits, that syphilis, besides the deaths 
charged to its account in the Registrar-General’s report, 
is solely responsible for general paralysis, tabes, and 
aneurysms. These three double the mortality which he 


’ ascribed to it, and send it up several pegs in the killing 


list; and in regard to two of them—general paralysis and 
tabes—let me recall to him that their dependence on 
syphilis was clinically diagnosed long before the discovery 
of the spircchaete in the brain and spinal cord of 
their victims. And so in many parasyphilitic affections 
to-day we can feel sure that the spirochaete has been 
at work, although its presence has not been microscopically 
demonstrated. This secondary or remote lethal effect of 
syphilis Mr. Charles Russ still ignores or minimizes. He 
quotes me as saying that angina pectoris, organic heart 
disease, cerebral haemorrhage, and epilepsy are really 
syphilitic. Isaid nothing of the kind. What I did say 
was that syphilis is really accountable for a large pro- 
portion of the mortality that is generally believed to be 
due to these diseases, and to that opinion I adhere. I do 
not believe there is any experienced medical practitioner 
who has not been able to trace to syphilitic infection 
cases of each of these diseases, which are collectively 
responsible for upwards of 76,000 deaths in England and 
Wales annually, and such estimates as have been formed 


‘justify the assumption that in a large proportion of them 


it is syphilis that has engineered the fatal issue. 

Mr. Charles Russ discredits the calculation of that wise 
and cautious physician, the late Sir William Osler, but he 
has nothing to say about the mortality statistics of the 
United States. The death-rate per 100,000 of population 


‘in the registration area of the United States in 1916 was 
1,389.9; for syphilis alone it was 9.6. When corrected 


s0 as to include the proportion of deaths under other 


classifications that should be ascribed to syphilis, the rate 
was 222, syphilis being the cause of practically two out of 
every thirteen deaths in the United States. 

I was very moderate in my claim that in the four 
diseases named a large proportion of the mortality wag 
of syphilitic origin. chose them out as conspicuong 
instances of the hidden intrigues of syphilis, but it cannot 
be questioned that in many other diseases syphilis playg 
underhand a malign and death-ending part. Take, fox 
instance, encephalitis, Bright's disease, and atheroma and 
diseases of the arteries. Has Mr. Charles Russ never 
encountered hopeless cases of amyloid degeneration and 
arterio-sclerosis arising out of syphilis? Why, for suicide 
and murder syphilis is sometimes to blame. ‘ 

Mr. Charles Russ objects to my supporting my plea for 
venereal disease as the third in fatality of the great killin 
diseases by a reference to ante-natal deaths, on the groun 
that we must not introduce abortion (whether syphilitic or 
otherwise) into our annual death roll from disease. But in 
my speech at the Ministry of Health, to which he has taken 
exception, I was not discussing our annual death roll, but 
enlarging on the destruction of human life in all its phageg 
caused by venereal disease, and I was quite entitled, there. 
fore, toaddic: Dr. Amand Routh’s striking figures showin 
on how large a scale human life is extinguished by venerea 
disease, even in its intrauterine glimmerings. But puttin 
aside ante-natal mortality we had in 1919 20,140 deaths of 
infants under one year of age attributable to premature 
birth, infantile debility, and sclerema, and of these deaths 
it will not be denied that no inconsi lerable proportion were 
traceable to venereal disease. 

Mr. Charles Russ seems to think that venereal disease 
is being held up as a bogey to frighten an ignorant and 
credulous public. It is a terrible and deadly reality, and 
its disastrous consequences, physical and moral, immediate 
and remote, cannot be too strongly insisted on. If it is to 
be effectually grappled with it must be dragged into the 
light, its misdeeds proclaimed, and its prevention assured, 
—I am, etc., 

JAMES CrRICHTON-BROWNE, 

Crindau, Dumfries, N.B., August 22nd. 


S1r,—Dr. Russ underrates the intelligence of the readers 
of the Brrrish Mepican Journat if he imagines that the 
syphilitic factor in organic heart disease, cerebral haemor. 
rhage, and epilepsy is news to them. Any one who has 
studied the literature of the subject is perfectly well aware 
that syphilis was known to be the chief cause of aortia 
disease, one of the chief causes of cerebral haemorrhage, 
and a frequent cause of epilepsy long before the Spirochaeta 
pallida was ever dreamed of, and that further confirma- 
tion of this factor in etiology has been afforded by the 
demonstration of this micro-organism in the lesions, and 
by the high percentage of positive Wassermann reactions 
in these conditions. 

With regard to syphilis being a predisposing cause of 
tuberculosis, I would refer Dr. Russ to the works of 
Fournier and Sergent, where he will find much evidence 
to show that this “suggestion” is more than a “ flight of 
fancy.” 

Next, as regards the figures of deaths from pneumonia 
in 1917, Dr. Russ lays great stress on the demonstration 
of the pathogenic microbe before he will accept a death as 
being caused by a particular disease. I would ask him 
how he defines “ pneumonia,” and whether he holds that 
this condition is always due to the same microbe. The 
modern view, I believe, regards pneumonia as the local 
pulmonary manifestation of a general infection due to one 
of several microbes. I think Iam right in stating that a 
large proportion of the deaths certified as pneumonia in 
the year 1917 were cases of so-called influenza pneumonia, 
which was due to infection with several microbes. In fact, 
statistics of pneumonia are concerned with a symptom 
rather than with a morbid entity such as syphilis. 

Finally, I ¢o not agree with Dr. Russ that “ any doctor's 
impression as to fatality of syphilis (not traceable in the 
Registrar's list) or any other malady is not evidence.” 
Personally, I should regard the opinion of a man who had 
made a lifelong study of a disease as affording more 
valuable evidence than statistics such as those of the 
Registrar-General’s report, which are obviously and 
unavoidably open to so many sources of error.—I am, etc., 
London, W., Aug. 22nd. C. F. MarsHALly 
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KALA-AZAR IN MESOPOTAMIA. 


—Li mmer there was an interesting corre- 

a ae JournaL on the question as to whether 
or not kala-azar was indigenous in Mesopotamia. Drs. 
Low,! Hamill,? Ledingham,° and Billing‘ took part in the 
discussion, and the question was left unsettled, Dr. 
Ledingham remarking that, “ before satisfying oneself that 
kala-azar may be contracted in Mesopotamia, one must 
have definite evidence of its occurrence among natives. 

This evidence would now appear to be forthcoming, for 
belated numbers of the Archiv fiir Schiffs- und Tropen- 
Hygiene have reached this country, and in vol. 20, No. 22, 
ro November, 1916, Kiilz® has a paper on his pathological 
and therapeutic observations in Lower Mesopotamia. 
'Pherein he mentions the case of an anaemic and fever- 
stricken Arab with enlargement of the spleen and liver, 
whom he saw at the Hiirle clinic in Baghdad. Leishman- 
Donovan bodies were found by splenic puncture and the 
case was diagnosed as kala-azar. Subsequently his 
Turkish colleague, Abdul Kadir, performed splenic punc- 
ture on twelve other cases (nationality not stated) and 
found the parasites in eight of them. 

It is true that one swallow does not make a summer, 
but these observations by Kiilz are very suggestive and 
make it extremely probable that kala-azar does exist 
amongst the Arab population of Mesopotamia.—I am, etc., 

ANDREW Ba.rour. 


come Bureau of Scientific Research, 
be 25-27, Endsleigh Gardens, N.W.1, Aug. 18th. 


DIRECTIONS FOR USING DRIED MILK. 


S1r,—Now that so many infant welfare centres are being 
started all over the country I should like to draw attention 
to the bad hafiit that seems to be prevalent of advising the 
mothers attending them to feed their babies according to 
the directions on the packets of dried milk. 

These directions advocate so many teaspoonfuls to the 
same number of ounces of water, according to age, and 
onc is left to discover what is meant—whether heaped or 
flat teaspoonfuls. Apart from the fact that babies vary 
greatly in weight and appetite, making it impossible to 
feed them by rule of thumb, the percentages of solid 
ingredients when the milk is mixed as above do not corre- 
spond to those in whole cow’s milk. Several years ago, 
when the infant welfare centre in Sheffield was started, 
the correct formula was worked out by Dr. A. E. Naish, 
who found that the proportion of three moderately-heaped 
teaspoonfuls to 50z. of water made the percentages of 
wlids equivalent to those in cow’s milk. ; ; 

Although this measurement by teaspoons is not scien- 
tifically accurate, owing to the varying sizes of teaspoons 
and also to the varying interpretations put on the words 
“a moderately heaped teaspoonful” by different indi- 
viduals, it has been found to work well in practice. It 
would perhaps be better if a standard cylindrical measure, 
such as has been introduced by one of the manufacturers 
of dried milk, could be used. As the various dried milks 
are not of the same density, it would be necessary to have 
a different measure for each one. 

But each child should be seen by the medical officer 
himself. If this is not done it will be found that improper 
quantities are being given. 

I think it is a mistake for additions to be made to the 
dried mill by the manufacturers in the shape of cane 
sugar (vide advertisements). Mothers are far too prone 
to add cane sugar without instructions, and if medical men 
wish it to be added in certain cases, it would surely be 
better for them to prescribe the desired amount them- 
selves.— I am, ete., 


Sheffield, Aug. 15th. H. Leaver. 


low, G. C.: (a) Intravenous Injections of Antimonium Tartaratum 
in Kala-azar, British Mrpican JouRNAL, June 7th, 1919, p. 702. 
(0) Kala-azar in Mesopotamia, British MepIcAL JOURNAL, July 26th, 
1919, p. 115. ; 

2 Hamill, P.: Intravenous Injection of Antimonium Tartaratum in 
Kala-azar, BRITISH MEDICAL JOURNAL, July Sth, 1919, p. 28. 

8Ledingham, J. C. G.: Kala-azar in Mesopotamia, BRITISH MrepIcaL 
JOURNAL, July 19th, 1919, p. 88. 

‘Billing, E.: Kala-azar in Mesopotamia, British MEDICAL JOURNAL, 
a th tische Beobachtungen aus 

5Kiilz, L.: Pathologische und therapeutische 
Medermesopotemien. Archiv fiir Schiffs- und Tropen-Hygiene, vol. 20, 
1916, p. 487. 


TREATMENT OF CALCULI IMPACTED IN THE 
PELVIC PORTION OF THE URETER, | 

S1r,—I have read with much interest in your issue of 
July 31st the report of a paper on the treatment of calculi 
impacted in the pelvic portion of the ureter, read by Mr. 
Frank Kidd before the annual meeting of the British 
Medical Association at Cambridge. I think’ that the 
medical profession owes a debt of gratitude to Mr. Kidd 
for describing some of the methods of removing stones’ 
from the lower ends of the ureters by means of the operating 
cystoscope without recourse to methods of open operation. 
There appears to be a lamentable lack of appreciation of 
these procedures by general surgeons in this country, who 
regard them as of doubtful value and as methods of diffi- 
culty if not always of danger to the patient. Whereas 
they are methods which I have adopted for many years, 
and are of daily routine in my practice both at All ints 
Hospital and in private, and also in the hands of all 
competent urologists, 


Ican endorse all that Mr. Kidd has to say concerning 
the “coaxing” of stones down the ureter. He describes - 
the following plans in his paper, namely : 


1. The injection of paroleine or of papaverine. : 
2. Division of the ureteric meatus with scissors or diathermy. 
3. Dilatation of the ureter with an air-distended bag. 


I myself have used all these procedures with the excep- 
tion ot the dilatation bag, which never appealed to me. 


The ‘injection method, more especially with papaverine, 
Ihave utilized on many occasions. At first I bad great diffi- 
culty in obtaining the drug, but Martindale of New Cavendish 
Street kindly dispensed it for me a few years ago, first in pure 
solution and subsequently with the addition of cocaine. He has 
also at my suggestion put it up in ampoules for subcutaneous 
injection. 

ft is now some fifteen years since I first used the scissors 
through a Brenner’s direct vision cystoscope to liberate a 
calculus impacted at the ureteric orifice; but Thave long since 
discarded Brenner’s type of cystoscope and scissors for more 
recent models. The method of dividing the orifice with 
scissors and liberating a stone bas often been used by me, and 
Ihave nothing but praise for this most excellent procedure. 
The last time I employed it was a few months ago, when I had 
@ young man under my care who had had anuria for forty-eight 
hours. Oncystoscoping him a calculus was seen blocking the 
left ureteric orifice. A cut with the scissors at once gave vent 
to pus and urine, and within forty-eight hours the stone was 
passed per urethram and the patient was discharged. For 
calculi impacted at the ureterie orifice, after dividing the 
ureteric meatus, I have utilized forceps to extract the stone 
from the ureler on many occasions, but experience has 
taught me that simple division of the meatus is. all that 
a necessary in most cases #% the stone is voided naturally 
later. 

I have also employed the diathermic electrode to enlarge 
the ureteric meatus or the mouth of a sacculus containing 
an encysted stone, but for a patient suffering from anuria 
the scissors method is far superior, as it releases the patient 
at once from his dangerous condition. 


In addition to the foregoing methods, described by 
Mr. Kidd, I weuld like to bring before the notice of the 
profession in this country the following procedures which 
I have adopted with the object of “coaxing” calculi, 
lodged in the pelvic portion of the ureter, into the 
bladder : 


1. A ureteric catheter of large calibre is passed up the ureter 
until it comes into contact with the stone, and is then left 
in situ for several hours. It appears to dilate the ureter in 
much the same way as a small catheter passed through a 
urethral stricture, and tied in for twenty-four hours, dilates 
that canal. 

2. Bueger’s metal dilating olives. First, a small metal olive 
is attached to the insulated end of a ureteric diathermic 
electrode which, with a moderate degree of current insufficient 
to cause more than gentle heat, relaxes the muscle fibres of the 
ureter and allows a larger olive to be attached, passed, and the 
process repeated again and again until a considerable degree of 
dilatation has been attained. The olives vary in size from 
12 to 20 French, and are introduced through the operating 
cystoscope. 

3. A mechanical dilator with parallel blades attached to 
a flexible forceps is passed through the cystoscope and up the 
ureter until it reaches the stone, and the dilatation is carried 
out by working the handle of the forceps external to the body. 
It hag the advantage that it dilates the ureter immediately 
below the stone, and the necessary amount of force applied can 
be regulated with the fingers. 

4. Lastly, Messrs. Allen and Hanburys have made for me 
laminaria tents, 1 in. in length and No. 10 French in size, 
through which a channel is bored to allow urine to pass from 
the kidney into the bladder, a thread being attached for 
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subsequent extraction. I have used them for dilating the lowest 
inch of the ureter and leave them in position for twenty-four 
hours. 

By any of these means or a suitable combination of 
them one is able to induce a stone, if small, to descend the 
ureter, enter the bladder, and be passed naturally or be 
extracted with forceps. 

Mr. Kidd, in his paper, makes brief reference to the 
value of diathermy in treating villous growths of the 
bladder. An extensive experience of the method since 
1912 enables me, not only to agree with his remarks 
on the subject, but, in addition, I would go so far 
as to say I consider it criminal to remove a simple 
villous growth from the bladder by open incision unless 
there is some very strong indication for doing so. To 
me it seems a great pity that so many surgeons appear 
not to appreciate these methods and still prefer the 
ancient and barbarous procedure of open operation in 
every case.—I am, etc., 


London, W., Aug. 16th. E. Canny Ryatt. 


VACCINAL CONDITION OF SMALL-POX 
CARRIERS. 
Infantile Vaccination. 
- Str,—My friend Dr. Millard, whose letter appeared in 
your issue of July 17th, is to be admired for his courage 
in advocating unorthodox departures, and to be heartily 
congratulated on his success in keeping Leicester com- 
paratively free from small-pox, whether this freedom is 
partially due to the neglect of infantile vaccination or not. 
Although the mild ambulant case of modified small-pox is 
undoubtedly one chief cause of outbreaks nowadays, Dr. 
Millard has not convinced me that the Leicester method 
abolishes this. difficulty, and it is to be expected that in a 
population which is unaccustomed to vaccination the task 


of persuading contacts to be vaccinated will be specially | 


difficult. 

I continue, therefore, to advocate infantile vaccination, 
but suggest that there would be distinct advantage in 
postponing the age at which it becomes compulsory to 
5 years and before admission to school. The popular pre- 
judice to vaccination diminishes with the age of the child. 
Antivaccinationists are in the habit of attributing a pro- 
portion of the many deaths which occur in infancy to 
vaccination; postpone the age to 5 years and you almost 
entirely disarm them of this item of their armament. The 
position of the State in refusing to admit unvaccinated 
children to State-supported schools will be a much stronger 
one than it now is, and it may be found practicable to 
repeal the conscience clause. But even if the Labour 
party—decidedly the most ifmportant party nowadays— 
will not agree to this, there will assuredly be fewer con- 
scientious objectors to‘vaccination at 4 years than at 
4 months. 

Dr. Archibald Kidd has very properly pointed out the 
great liability of unvaccinated children to small-pox in a 
severe form, but in my experience the cases in London 
under 5 years are very few, and a child under 5 practically 
never acts as a carrier. Mothers in the crowded and 
poorer parts of the town like to send their children to 
school at the age of 3 or 4, and many will gladly seek the 
child's vaccination to enjoy this privilege.—I am, etc., 

Blackheath, S.E., Aug. 4th. Sripney Davies. 


Sir,—May I trespass very briefly on your space once 
more in reply to Dr. Killick Millard? In your issue of 
August 14th he says I “frankly disavow that infantile 
vaccination will protect the whole community.” The 
belief that infantile vaccination confers lifelong immunity 
was disavowed many years ago, and my statement of its 
well-recognized limitations contained nothing new. 

I am afraid I do not quite follow Dr. Millard’s argument 
that the fact that he has not found it necessary to resort 
to school closure supports his contention that it is the 
vaccinated rather than the unvaccinated who spread small- 
pox.—I am, etc., 

Gravesend, Aug. 18th. 


-*,* This correspondence now ends, 


ARCHIBALD Kipp. 


Obituary. 


Dr. FreDERICK CHARLES Mears died at North Shields 
on August 10th. He was educated at the City of Londog 
School and the London Hospital. He graduated MB, 
Durham in 1884, having obtained the diplomas of M.R.C.S, 
and L.S.A. in 1882, and held the posts of house-physician 
and house-surgeon to the London Hospital. On leayij 
hospigal Mears went to North Shields, and practised in 
that town ever since. He was appointed honorary surgeon’ 
to the Tynemouth Infirmary about thirty years ago, ang 
at the time of his death was senior surgeon and chairmaa 
of the medical staff. He always took a great interest in 
public affairs, and was a member of the old School Board, 
and later of the Insurance Committee; he was chairman 
of the Financial Committee and chairman of the Panel 
Committee. He took an active part in the reconstitution 
of the British Medical Association, and was always one of 
its most energetic supporters in the North. Mears wag 
a man of exceptional strength of character, who could 


make up his mind on a point and stick to it. He had . 


a soul above all meanness and was quite incapable of any 
unworthy action. He frequently did not see eye to eye 
with other people and thoroughly enjoyed debate, in 
which he often scored, as the correspondence columns of 
this JourNAL can testify. Of a very reserved disposition, 
few people knew of the many acts of kindness which 
endeared him to his patients, all of whom, poor and rich, 
were alike to him. A true English gentleman, a doctor 
of the best type, he has left a name in the North country 
which will be revered for many years to come. 


The Serbices. 


HONOURS. 
FOREIGN DECORATIONS. 
THE following foreign decorations and medals have been 
awarded for distinguished services rendered during the course 
of the campaign: 


; By the President of the United States of America. 
Distinguished Service Medal.—Major-General Sir William B. Leish 
man, K.C.M.G., C.B., F.R.S., K.H.P. 


Bu the President of the French Republic. 

Médaille de l’Assistance Publique—En Argent: Lieut.-Colonel 
Henry MacCormac, C.B.E., late R.A.M.C., T'emporary Captain Havold 
Oscar Gough, R.A.M.C. En Bronze: Temporary Major Thomas 
Norton Frood, R.A.M.C., Temporary Captains Henry Murray Agnew, 
Mervyn Eager, and Frederick Alexander Ross, R.A.M.C. 

By the King of the Belgians. 

Croix Civique.—Iist Class: Lieut.-Colonel Standish de Courcy 
O’Grady, C.M.G., D.S.0., R.A.M.C. 

By the King of Rumania. 

Order of the Crown of Rumania.—Chevalier: Temporary Captain 
Mervyn Eager, R.A.M.C. 


Guibersities and Calleges. 


SOCIETY OF APOTHECARIES OF LONDON. 
THE following candidates have been approved at the examina 
tions indicated : 


Suncrery.—*tl. Burvill-Holmes, *tM. C. Hartley, *H. Morris, 
*tJ. W. E Ord, *tA. C. D. Telfer, M. Tinkler. 

Mepicine.—*tJ. A. Cohen, *+M. C. Hartley, *tR. E. Jenkins, tW. A. 
O'Connor, W. E. Ord, *tA. C. D. Telfer, *#C. M. Tinkler. 

Forensic MEDICINE.—B. C. Betts, A. Y. Cantin, J. L. Delicati, 
M. C. Hartley, W. A. O'Connor, J. W. E. Ord, A. C. D. Telfer, 
C. M. Tinkler, J. Solomonoff. 

Mipwirery.—A. Y. Cantin, W. H. Cellier, R. Evskine Grey, C. T. 
Gasking, M. C. Hartley, W. A. O’Connor, J. W. E. Ord, J. 
Sullaiman, A. C. D. Telfer, E. W. Terry. . 

* Section I. + Section II. 
The diploma of the Society has been granted to Messrs. J. 
Burvill-Holmes, A. Y. Cantin, M. C. Hartley, R. E. Jenkins, 
J. W. E. Ord, W. A. O’Connor, and A. C. D. Telfer. 


THE Dutch Society for Combating Lupus state in their 
sixteenth annual report that 1,037 patients were treated 
in 1919; 418 cases, of whom 189 lived outside Rotterdam, 
received gratuitous treatment. Only 434 patients had lupus 
vulgaris ; the others had various tuberculous skin diseases, 
lupus erythematosus, etc. Another 182 patients suffer- 
ing from skin diseases, including favus, were treated by 
xrays. Of the 1,112 lupus patients who have been treated 


since the establishment of the society, 33.4 per cent. have_ 


been cured, and 32.4 per cent. considerably improved, or 
a total of 65.8. Of the 1,219 patients with forms of 
tuberculosis 44.1 per cent. were regarded as cured. 
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Medical Nelus. 


Sin SHIRLEY MURPHY, K.B.E., has been elected Master 
of the Society of Apothecaries. 

THE Wellcome Historical Medical Museum will be 
closed for cleaning and decoration from September Ist to 
September 30th inclusive. 

A POST-GRADUATE medical course will be held at the 
Radcliffe Infirmary, Oxford, from October Ist to 9th 
inclusive. Morning and afternoon sessions will be held 
each wee . A dinner has been arranged in Queen’s 
College Hall on Tuesday, October 5th, at 7.30 p.m. 
(morning dress), at an inclusive cost of 15s. The secre- 
tary to the committee is Dr. Hugh Whitelocke, 6, Banbury 


Road, Oxford. 

THE Committee of the Hospital for Diseases of the 
Throat has given instructions for the sale of its freehold 
property in Golden Square, Regent Street, W., covering a 
site area of more than 7,000 ft. 

IN view of inquiries from local authorities and others, 
the Ministry of Health has compiled a list of residential 
institutions in England and Wales in connexion with 
maternity and child welfare. The list, which will shortly 
be published by the Stationery Office, contains the names 
and addresses of 318 institutions (with 4,599 beds) dealing 
only with cases of mothers and children. These institu- 
tions are divided into five classes: (1) Homes for mothers 
and babies ; (2) iomes for children under 5; (3) maternity 
homes and hospitals; (4) hospitals for children under 5; 
and (5) convalescent homes. All institutions of the kind 
known to.the Ministry are included in the list, with the 
exception of some which have been inspected and found 
unsatisfactory. 

THE Department of Hygiene at King’s College, London, 
recently reorganized under the supervision of Professor 
Simpson, gives complete courses of instruction for the 
various degrees and diplomas in public health. Lectures 
are given by Professor Sommerville on hygiene, sanitary 
law and administration, sanitation, and vital statistics, 
and by Mr. Rhys Charles on the Food and Drugs Acts. 
Bacteriology and parasitology are taught by Professor 
Hewlett and Dr. Taylor and chemical laboratory work by 
Mr. Partridge. The laboratories are open daily for instruc- 
tion and research and arrangements are made to suit those 
engaged in practice. There are weekly demonstrations on 
sanitary appliances and visits to places of sanitary 
interest. Courses on industrial hygiene will be given 
by Dr. Legge (October to February) and on school hygiene 
by Dr. Malcolm (October to June). 


THE fifth Congress of Physical Therapy, instituted by 
the Belgian societies of physical therapy and radiology and 
the Antwerp Association for Physical Therapy, will be held 
at Antwerp on September 11th and 12th. On the morning 
of September 11th an address will be given by Dr. Paul 
Tissié of Pau on the use of movement in therapeutics and 
hygiene. In the afternoon the first general meeting will 
be devoted to the diagnosis and treatment of abnormalities 
of osteogenesis. On September 12th the second general 
meeting will discuss the question of instruction in physical 
therapy. Subscriptions for membership (20 francs) should 
be sent at once to thg treasurer, Dr. Gobeaux, Place de 
l’Industrie 16, Brussels. 

THE Medical Section of the Association of the Italian 
Scientific Press has unanimously decided that the price 
of all medical journals should be raised, and that the 
Government should be requested to grant special privileges 
to medical journals as regards paper and postage rates. 

Two courses of instruction in dermatology and venereal 
diseases are to be given annually at the Hopital St. Louis, 
Paris. On the first Monday in February of each year a 
free course will begin, lasting for two months, the lecturers 


‘and subjects being as follows: — Thibierge: Forensic 


aspects of syphilis; Darier: Morbid anatomy of syphilis ; 
Jeanselme: ‘“'ropical diseases; Hudelo: Secondary syphilis 
and pyodermia; Jullien: Tertiary syphilis and para- 
syphilis; Sabouraud: X-ray treatment of ringworm ; 
Gougerot: Mycoses. ‘The second course will be given, 
under the direction of Professor Jeanselme, twice a year 
—October to December and May to July—the fee for cach 
session being 150 francs. 

THE nineteenth Flemish Congress of Medicine and 


Natural Science will be held at Ghent on September 18th | 


and 19th. 
THE German Government has allotted 200,000 marks for 
the enlargement of the Medical Clinique at Heidelberg. 


— 


Letters, Notes, and Anstuers. 


As, owing to printing difficulties, the JOURNAL must be sent to press 
earlier than hitherto, it is essential that communications intended 
for the current issue should be received by the first post on 
Tuesday, and lengthy documents on Monday. 


ORIGINAL ARTICLES and LETTERS forwarded for public 
understood to be offered to the BRITISH 
unless the contrary be stated. 


CorRESPONDENTS who wish notice to be taken of their . 
tions should authenticate them with their cumnie=d So 
necessarily for publication. 


AUTHORS desiring reprints of their articles published in the Bririsa 
MEpicaL JOURNAL are requested to communicate with the Office, 
429, Strand, W.C.2, on receipt of proof. ; 2 


In order to avoid delay, it is particularly requested that ALL letters 
on the editorial business of the JouRNAL be addressed to the Editor 
at the Office of the Jovrnat. 


THE postal address of the British MEDICAL ASSOCIATION and 
British MEpicaL Journal is 429, Strand, London, W.C.2. The 
telegraphic addresses are: 

1, EDITOR of the Brirish MeEpican Jou Aitiology, 
Westrand, London; telephone, 2631, Gerrard. 

2, FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, ctc.), Articulate, Westrand, London: telephone, 
2630, Gerrard. 

3. MEDICAL SECRETARY, Medisecra, Westrand, London: 
telephone, 2634, Gerrard. The ad@ress of the Irish Office of the 
British Medical Association is 16,South Frederick Street, Dublin 

, (telegrams: Bacillus, Dublin: telephone, 4737, Dublin), and of 
the Scottish Office, 6, Rutland Square, Edinburgh (telegrams: 
Associate, Edinburgh; telephone, 4361, Central). 


QUERIES AND ANSWERS. 


TEMPORARY M.O.H.”’—Evidence of a connexion between 
prevalence of cancer and insanitary conditions of housing and 
refuse disposal is wanting. Expressions of opinion on such » 
matter can be of néRilue. 


INCOME Tax. 

“C. P.” took over the practice of a colleague to include the 
lease of the house. Finding that at that time he could not 
obtain a partner to take the house over it was given up after 
eight months. Can the £45 rent paid for that period be 
deducted as an expense ? 

*,.* The point to be decided is whether the expense wag 
incurred (a) in taking over the practice, or (b) in running the 
practice after it had been taken over. If the plate was kept 
up on the house (as it presumably was) and some definite 
even if small use made of the house after the amalgamation 
of the practices, we consider that (b) would apply, in which 
case the expense would be deductible. 


‘“W.E.A. W.” inquires as to the authority for a statement ina 
recent answer as to the method of calculating the cost of 
renewal of a motor car. 

*,* The following example was put before the Royal 
Commissson on the Income Tax by an official witmess: “ A 
machine which originally cost £1,000 is worn out and 
replaced by one of greater power or size or capacity, costing 
£2,500. The amount to be allowed as an expense is not the 
full £2,500, but only the cost of replacing the old machine by 
one of similar power or capacity—say £1,500.’? The slight 
divergencies in this example from the facts in our corre- 
spondent’s case seem to us to be immaterial. 


LETTERS, NOTES, ETG. 


MEDICAL RESETTLEMENT. 

In the JOURNAL of August 14th, at p. 259, we printed a letter 
with this heading from a general practitioner of long standing 
who signed himself ‘‘ Ex-Captain R.A.M.C.” After serving 
four and a half years with the army he found his practice 
shrunk almcst to nothing, and complained that he could get 
no temporary work on medical boards or as pension referee 
to tide him over this difficult period, while civilian prac- 
titioners who never left their practices were still serving on 
boards. We have since received letters from other readers 
who find themselves in like straits on returning to practice 
from war service abroad, and their experience in seeking 
temporary work corresponds very closely with that of 
‘* Ex-Captain R.A.M.C.”? We have only space to print short 
extracts from some of these letters, which, for the most part, 
dot the i’s and cross the t’s of what has already n 
published. 

‘*]x-CAPTAIN GENERAL List,’’? who gave up his practice 
for war service abroad and was invalided home, writes: 
‘*When the House of Commons cut down the staff of the 
Pensions Ministry, thinking in their wisdom they would 
save expense, I received some sixty sessions on medical 
boards. Iwas then virtually twice told I had had enough 
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employ. There were at that time kept on men with pensions, 
men with private practices, and men who had never served 
in any but a civilian capacity. I have no pension, but a 
disability made worse by service, and have no practice to 
return to.’’ ° 

ANOTHER EX-CapTaIN R.A.M.C.” writes: The grievance 
outlined is common to many, and it would appear a great 
travesty of justice that such response to patriotism, resulting 
in personal hardship and financial loss, should be met by 
indifference from Government authorities in a position to 
**make good.”?’ Numerous offices are held by men who not 
only never donned khaki, but who have all through received 
emoluments from this source and at the same time have 
been able to nurse their private practices during the absence 
of their less fortunate confréres. 

‘‘ LocuM”’ relates how he left his fourteen year-old practice 
and, at the age of 47, went to France on October Ist, 1914. 
“Returning four and a half years later ke found another doctor 
had.taken his private house and put up a plate at his old 
surgery a mile away. Our correspondent decided then to do 
locum tenens work, and advises ‘‘ Ex-Captain R.A.M.C.” to 
follow his example. He adds bitterly: ‘‘ When he has done 
this as long as I have he won’t waste his time asking, Is this 
fair? He will recognize, as I do, that there is nothing fair 
and nothing just, save for two classes in this country—Might 
as represented by the rich and Might as represented by the 
noisy poor.... The sense of justice and fair play that 
existed before the war is dead.”’ 

Other correspondents write to much the same effect, 
supporting their complaint by instances drawn from their 
own knowledge. 


ADVERTISEMENTS OF PRACTICES, 

XR” writes to corroborate the remarks of Dr. E. 8. Hall on 
this subject in our issue of August 14th. Since my demobili- 
zation (he says) with the sequel of a return to a dead practice, 
I have spent hundreds of pounds in railway fares and _ hotel 
expenses in a search, so far without success, for a decent 
practice in which to settle down again. The amount of com- 
mercialism in the medical profession when it comes to selling 
a practice has been an eye-opener, and some of my experi- 
ences have been illuminating. ‘The following is a selection: 

(1) ‘‘ Practice in good going order; locum in charge.” 
Actually the practice had been going so long that it had gone 
altogether. It was a death vacancy; for months no locum 
had been in the place; but at the time I sawit there was a 
locum in charge, paying four visits or soa week. (2) ‘‘ Opposi- 
tion slight.’’ Twenty-eight other doctors in a town of some 
30,000 inhabitants. (3) ‘‘ Population 30,000.’’ Probably true 
enough when a trip wason in summer, but the resident winter 
population was 2,900. (4) Population 2,500.” Actua! popula- 
tion 240. The 2,500really existed-in a rural district council area 
of the same name; a district ten miles in greatest measure- 
ment and including an island off the coast. (5) ‘* Fees at house 
3s. 6d. tol guinea.”” The vendor very frankly admitted that 
he had only once received a guinea fee in twenty years, and 
that then it had been paid under protest. He remarked that it 
looked well, however, and so he had putitin! In order to 
get this information I had travelled several hundred miles. 
(6) The agent’s prospectus described the house, garden and 
stabling, and so on. Actually the house had been sold over 
the doctor’s head, and the purchaser refused to resell even at 
a profit. He intended transforming the house into business 
premises, and there was no alternative accommodation. 
17) A case where the practice was carried on in two rooms on 
a weekly tenancy. No security of tenure; no agreement 
with the landlady, who might have required the rooms at 
any time for her other boarders. (8) An effort to sell a dead 
practice, where even the very house had been shut up for 
years. (9) Refusal by vendor to show his books or state his 
expenses; the only thing one gets is the remark, ‘‘ The 
expenses are what you care to make them.’ (10) Efforts to 
include war pensions appointments—in which there is, or 
should be, no vested interest—as part of the assets of the 
practice, and to make the purchaser pay from one to one and 
two-thirds years’ purchase on this. (11) The vendor springs 
it on the purchaser that it is an essential condition that the 
house must be bought as well. If this were understood from 
the first there wou!d be no objection whatever. 

The last three examples (adds our correspondent) are 
typical of many. I wrote some months ago to one of the 
large London agents expostulating at the gross inaccuracies 
in the particulars supplied. They replied that they were 
sorry to say it would be impossib!e for them to investigate all 
their practices, and they simply have to repeat what the 
vendors tell them. In one case I personally informed an agent 
of the true state of affairs with regard to the description of a 
practice he was advertising. The inaccurate description 
continued to appear for several succeeding weeks. 


'™.D.” writes: Dr. Hall has a measure of my sympathy. On 
the whole, however, I rather blame the doctor vendors than 
the agents. Of the latter I have had considerable experience, 
and the impression gathered has been that they are at least 
fair business men and do their best for both parties, vendors 
and buyers, while being fair to both. Most medical men in 
my experience, however, are not business men, but just 
muddle along. In my view, there is no reason why a doctor 
should not run his profession on business lines, and many 
will agree with me. Medical agents. however. might do a 


little more. The camera and picture postcard mi 
called in to their aid, and a shotogeaph of the house” 
and front, supplied, together with some view of the distriet j 
available. After all, if we are buyers we are looking aa 
rule, for a place of residence as well as a practice and iM 
vivendi. I think agents might take a tip from Country Lif 
and give us a little more information about the locality oa 
house—large rooms or small, details of local taxation, Price of 
(which varies enormously), and soon. Then the agenta! 
ands are tied sometimes. In January I wrote about a 
certain practice; I was referred to a firm of lawyers; the 
said that a gentleman was treating for the practice and likely 
to buy. The advertisement —— again; I wro again. 
I got no reply, but it was in about two weeks ago. Another 
present feature is the selling of a house with a bit of a prae. 
tice tagged on to it. I see a practice of £600 advertised with 
a £4,500 house. Did I possess £5,000 I should not buy a £6 
practice. Some years ago a monthly journal proposed to 
start a practice bureau, but nothing came of it, and rather 
question the wisdom of the British Medical Association doing 
anything of the kind. A good agent who knows his business 
can be of very material help and earn his commission, 
I would be sorry to see them abolished. . 


GALL STONES AND PARSLEY. 

Dr. J. CARROLL (Wigan) writes: It is extremely interesting to 
find this use of parsley cropping up at the present day. [t 
has been used in urinary and liver troubles for generations 
— of course, by herbalists. I find a reference to its ugg 
in both classes of complaint in a book I came across recently 
The Family Herbal, by Sir John Hill, M.D., F.R.A. of Science 
at Bordeaux, printed at Bungay, and published in 1812, He 
says, ‘‘ The roots are the part used in medicine. A strong. 
decoction of them is good against the jaundice. It operates 
powerfully by urine, and opens obstructions.’’ I can find no 
reference to the plant or its uses in Dr. Hill’s previously pub. 
lished (1771) book on The Virtues of British Herbs. Probably 
he did not regard it as British, and therefore omitted it from 
the book. If any one is interested in the subject I have no 
doubt Mrs. Grieve, F.R.H.S., Chalfont St. Peter, Bucks, could 
assist him with references. ; 


PROLAPSE OF CORD. 


Dr. A. HUMPHREY Davy (Bournemouth) writes: In your 
Epitome of Current. Medical Literature (August 14th, p. 20), 
under the heading ‘‘ Prolapse of the Cord,” the statement ig 
made that the fetal mortality is 37.5 per cent. Ina case of 
vertical presentation, which I attended with Dr. Fiske severa} 

ears ago, the cord was found to be protruding but pulsating, 

n the three previous confinements forceps had been needed. 
After fully anaesthetizing the patient with chloroform, we 
lifted her into the knee-shoulder position;. the head went 
back and also the cord. By.carefully replacing her on the 
left side (the os being guarded), it was sought to prevent the 
cord from descending; actually it showed no tendency to 
further prolapse. On full dilatation of the os I delivered the 
patient by forceps; both mother and child did well. 

When the patient is seen sufficiently early—that is, as long 
as pulsation in the cord continues—there is every hope of 
saving the child’s life. The many mechanical contrivances 
recommended nearly always fail. Simply placing the mother 


in the knee-shoulder position may cause the cord to return, . 


but this is not invariable. The anaesthetic has the advan- 
tage of relaxing the abdominal and uterine walls, thus 

_ helping the cord to drop nearer the fundus, and making less 
likely its return when the uterus contracts. 


VACANCIES. 

NOTIFICATIONS of offices vacant in universities, medical 
colleges, and of vacant resident and other appointments 
at hospitals, will be found at pages 31, 34, 35, 36, 37, 38, and 39 
of our advertisement columns, and advertisements as to 
ae” assistantships, and locum tenencies at pages 32, 

an 


THE appointment of certifying factory surgeon at Strabane 
(Tyrone) is vacant. 


SCALE OF CHARGES FOR ADVERTISEMENTS IN THE — 


BRITISH MEDICAL JOURNAL. 


£8. d. 
Six lines and under ... see ove a & 7 6 
Each additional line... one eco OES 
Whole page ... 46 0 0 


An average line contains six words. 


All remittances by Post Office Orders must be made payable to 
the British Medical Association at the General Post Office, London. 
No responsibility will be accepted for any such remittance not so 
safeguarded. 


Advertisements should be delivered, addressed to the Manager. | 


429, Strand, London, not later than the first post on Tuesday morning 
preceding publication, and, if not paid for at the time, should be 
accompanied by a reference. 


Norr.—It is against the rules of the Post Office to receive post. 
restante letters addreesed either in initials or numbers. 
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